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CANCER OF THE COLON 
ITS SURGICAL TREATMENT* 


By D. P. D. Wikre, M.D. Edin., F.R.C.S. Eng. 


PROFESSOR OF SURGERY, UNIVERSITY OF EDINBURGH 





DuRING the past few years the surgery of malignant 
disease has undergone a revolution. The advent of 
effective radiotherapy has seen the displacement of 
radical operative measures in such regions as the lip, 
tongue, and mouth, the cervix and, in less measure, 
the breast. For cancer of the hollow viscera of the 
abdomen, however, operation still holds the field as 
the only effective means of cure, and it is important 
that we should, from time to time, review the results 
obtained by radical surgery in such cases. 

Malignant growths of the colon are of frequent 
occurrence, are, as a rule, of slow growth, and 
lymphatic involvement is relatively a late feature. 
They offer, therefore, a most hopeful field for radical 
surgery. In a few cases early dissemination to the 
liver or peritoneum may preclude removal; these 
cases, however, are exceptional and form but a small 
percentage of the total. It is thus of prime importance 
that, in this the most curable form of visceral car- 
cinoma, we should strive on the one hand to get 
reasonably early diagnosis, and on the other to render 
our operative procedures as free from risk as is 
possible. 

In the 181 cases of carcinoma of the colon in which 
I have operated, the average length of history was 
over one year. In 80 cases the growth was irremovable 
by reason of metastases, and a palliative operation 
was all that was possible. In 20 cases a lateral 





FIG. 1.—Annular carcinoma of cecocolic tract, the common 
site for growth in the proximal colon, 


anastomosis, short-circuiting the growth, was possible ; 
in 56 cases a colostomy above the growth was 
established ; in 4 cases nothing could be done. In 
101 cases a radical operation was performed. ; 


Location of Growth 


Of 101 cases, in which I have performed partial 
colectomy for carcinoma, the growth was situated in 


* Part of an address delivered on Oct. 24th, 1933, to the 
mera) Association of the Federation of Medical Women. 
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the distal half of the colon, i.e., beyond the mid-point 
of the transverse colon, in 74; it was proximal to 
this point in 27. Table I. shows the position of the 
growths. 


TABLE I.—Carcinoma of Colon (101 Cases). 


Pelvic colon aa om 51 cases. 
Ascending colon ce - 6 lw 
Descending colon ws a _— 
Transverse colon ve an ll - 
Cecum .. mS ae — > = 
Splenic flexure .. oe a - ~ 
Hepatic flexure — ws l - 


It will be noted that the cecum proper—i.e., the 
portion of colon lying below the ileocecal valve—was 
involved in only 5 per cent. of cases. Many growths 
formerly classed as cecal carcinoma are actually in 
the ascending 
colon which *~ , i? f 
comes second : 
in the list in 
frequency of 
involvement. 
Although, in 
the human 
subject, no 
sphincterie 
mechanism can 
be demon- 
strated in the 
ascending 
colon, this 
part, which in 
many lower 
animals possesses a well-defined sphincteric tract, 
is, like the pyloric canal of the stomach, specially 
prone to be the seat of annular carcinoma 
(Fig. 1) in contrast to the ce#cum which, like the 
gastric fundus, is usually involved by the non- 
obstructing fungoid type of growth (Fig. 2). The 
great frequency of carcinoma in the pelvic colon, the 
meagre lymph drainage from this segment, and 
the tendency for the growths located in it to be of 
the annular constricting and obstructive type, are the 
factors which give such a favourable opportunity for 
successful operative measures in cancer of the colon. 


Diagnosis 


In its early stages a growth in the colon may cause 
few detectable symptoms. If it be low down in the 
pelvic colon there may be occasional tenesmus and 
the passage of some blood and mucus, and some 
slight irregularity of the action of the bowel. We 
find, however, that in the majority of hospital cases 
the patient is not sent for advice until a subacute or 
acute obstruction has developed. When the growth 
is in the cecum no obstructive symptoms may develop 
and a loss of strength with anemia and, possibly, 
the discovery of a lump in the right iliac region, may 
first arouse suspicion of a carcinoma. It is good 
practice to insist on a barium enema X ray examina- 
tion in all patients over 40 years of age who develop 
an irregularity of the bowel, associated with flatulence 
and borborygmi. It must be remembered that a 
growth in the distal part of the colon is not usually 
associated with appreciable loss in weight, in fact 
the obesity of the patient is often one of the difficulties 
of the operation for its removal. 

Whilst by radiography the majority of colon 
tumours can be demonstrated, this method of diagnosis 
is by no means infallible. A negative report from the 
B 





FIG. 2.—Fungati 
causing ansemia 


carcinoma of cecum 
ut no obstruction. 
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radiologist must not be the deciding factor against 

operation in a case where the symptoms are highly 

suggestive of a growth in the colon. On three 

occasions after such a negative report I have explored 

the abdomen and found an early annular carcinoma 

of the colon which for some reason had not given a 

recognisable deformity in the X ray film. The use 

of the combined barium and air enema will sometimes 

demonstrate 

an early lesion 

not detected 

by the usual 

method. In 

some cases the 

tumour may 

attain con- 

siderable size 

and involve 

adjacent vis- 

cera without 

giving rise to 

notable bowel 

symptoms. ‘In 

natricting growth distal such cases the 

"Fate ae resu oot FP a discovery of a 

large lump in 

the abdomen may bring the patient to seek advice. 

Where the growth is low down the use of the 
sigmoidoscope may determine the diagnosis. 

In late cases, allowed to progress until a complete 
or well-nigh complete obstruction has developed, the 
most striking feature on examination may be swelling 
and tenderness in the right lower quadrant of the 
abdomen. This is due to the fact that the cecum 
is the most distensible part of the colon and, no 
matter where the growth be situated, it shows the 
maximum dilatation (Fig. 3). So great may be this 
distension that the part of the cxcal wall farthest 
from its source of blood-supply may suffer from 
ischemia and ulceration—the dehnungs-geschwire of 
Kocher. Through the devitalised wall bacteria 
migrate and cause a localised peritonitis and, finally, 
@ gross perforation may occur. If the patient be 
first seen at this stage an erroneous diagnosis of 
appendicitis may be made. A history of antecedent 
progressive constipation, colic, flatulence, and bor- 
borygmi should, however, leave little doubt as to the 
true pathology. 

Operative Treatment 


The evolution of the present-day operative treat- 
ment of carcinoma of the colon is an example of the 
changing outlook of surgeons. From the older 
mechanical viewpoint the surgeon has acquired by 
degrees the biological outlook. It has taken much 
chastening experience to deflect his gaze from the 
tumour and from his implements for excision, to the 
patient with his lowered resistance, and his bacteria- 
laden bowel. It is now realised that every patient 
with a growth in the colon is suffering from a potential, 
if not an actual, intestinal obstruction, that the 
bowel above the seat of the growth contains bacteria 
in greater numbers and of higher virulence than in 
a normal gut. Further, the bowel wall is usually 
edematous and the lymph vessels draining it contain 
living bacteria ; the patient’s organs and tissues have 
suffered in a greater or less degree from toxic absorp- 
tion, and thus both the general and local conditions 
are unfavourable for successful surgery. 


METHODS OF CHOICE 


It was these considerations which induced Paul 
and Mikulicz to introduce the eventration operation 
which goes by their name, and which have led most 


surgeons to spread the risk by one device or another 
so that when the continuity of the colon is restored 
by operation the patient has recovered from the 
general toxemia and the local edema and sepsis 
which had resulted from an obstructing growth. 

When the patient is seen first after acute obstruction 
has developed the immediate indication is the drainage 
of the bowel above the obstruction. The simplest, 
but not necessarily the best, method of doing this is 
by the so-called ‘blind cxcostomy,’”’ leaving the 
determination of the seat of the growth to a later date. 
If this method is adopted it is essential for free 
drainage that the cecum be brought to the surface 
and a tube of adequate size introduced. The emptying 
of the colon through a small cxcostomy opening is 
all too frequently inadequate and disappointing. It 
is often possible from the history and from the physical 
signs, possibly aided by a straight X ray film, to 
determine that the s;rowth is in the pelvic colon. In 
such cases, and particularly in thin and elderly 
subjects, an incision directly over the site of the 
growth may allow of its being delivered on the surface 
and the colon just above opened and drained. The 
growth may be resected some days later and an 
enterotome applied. 

An immediate resection, with the introduction of 
a Paul’s tube into each cut end, is permissible when 
the obstruction has not been complete. The Paul- 
Mikulicz type of operation, which was condemned 
out of hand by many surgeons in this country some 
years ago, is again assuming its rightful place as the 
safest method of dealing with tumours of the distal 
colon in elderly subjects. 


FIG. 4.—a, Point of division of phrenico-colic li t 
mobilising splenic flexure. B, Anastomosis by single layer 
of interrupted linen sutures inserted with clamps in situ. 
Cc, Cecostomy to obviate gaseous distension. 


In cases in which the colon has been drained, either 
by a cxcostomy or by opening lower down in the 
colon, it is desirable to give an interval, not of days 
but of weeks, before attempting the extirpation of 
the growth. Tumours of the colon grow very slowly, 
and time for recuperation, for thorough emptying of 
the bowel, and for the subsidence of wdema, should 
be allowed. Many patients have been lost through 
premature interference. 
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EARLY AND LATE INFECTION 


The chief danger of resection of the colon is 
infection—at the time of operation through imperfect 
technique or inadequate preparation, or a week later 
due to leakage at the suture line. Resistance to infec - 
tion may be raised by suitable pre-operative inocula- 
tion and by artificially produced leucocytosis. In 
cases in which post-operative peritonitis does develop 
the predominant organisms are the B. coli and the 
streptococcus. Since 1910 I have practised pre- 
operative immunisation before all colon and rectal 
operations. Eight days and again three days before 
operation injections of B. coli and streptococcal 
vaccine are given. To produce a leucocytosis on the 
morning of operation an intramuscular injection of 
5 c.cm. of 5 per cent. nucleinate of soda is given the 
evening before. The patient thus comes to operation 
with his defensive forces mobilised. By using one 
of the so-called aseptic methods of resection and 
anastomosis the dangers of operative soiling may be 
further reduced. 

Late infection from leakage is a more real and a 
more serious danger. In the early years of the surgery 
of tumours of the colon it was of great frequency and 
a widespread impression arose that wounds of the 
colon did not heal well owing to poor blood-supply, 
and that very careful stitching, preferably by three 
tiers of sutures, was required. Despite the most 
meticulous and painstaking suturing death from 
leakage continued to occur. The factor of tension on 
the suture line had not been sufficiently appreciated 
as a cause of leakage. Necrosis was the cause of the 
leak, and the excessive suturing favoured necrosis. 
Avoidance of tension is the watchword of the surgery 
of the colon. 


CONSIDERATIONS OF TECHNIQUE 


Firstly, complete mobilisation of the portion of 
colon must be attained so that the ends to be sutured 
fall together without being pulled on. Mobilisation 
should be the first step in the operation, and should 
be such that the portion of colon to be resected comes 
freely outside the abdomen. For example, in dealing 
with a growth of the transverse or the descending 
portion of the colon, the phrenico-colic ligament should 
always be divided as a first step in the operation 
(Fig. 4). 

Secondly, if end-to-end anastomosis is decided on, 
and it is to be preferred in most cases, the tenia on 
the colon must be divided to get rid of the sacculations 
and give equal tension at all points of the cireum- 
ference of the bowel. If the muscular coats show 
hypertrophy this division of muscle should not be 
limited to the tenia, but may with advantage be 
carried completely round the bowel (Fig. 5). 

Thirdly, in order to avoid as far as possible inter- 
ference with the blood-supply of the approximated 
cut margins, one row only of interrupted linen Lembert 
sutures, applied behind and then over small clamps, 
should be inserted (Fig. 4). If the stitches be carefully 
inserted and tied without tension, blood can gain 
entry to the margins, and infective necrosis is 
minimised. I believe that the so-called aseptic 
methods of suture have as their main advantage, not 
the elimination of peritoneal soiling, but the avoid- 
ance of an infected and devitalised inner zone from 
which a spreading necrosis may take place. 

Fourthly, if not already established a cx#costomy 
opening must be made to ensure that no gaseous 
distension of the colon occurs during the first week 
after operation (Fig. 4). 

If these conditions are fulfilled the post-operative 
course should be uneventful. Twilight sleep with 
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spinal anesthesia gives perfect relaxation and renders 
the operation easier and safer than any form of 
general anesthetic. 


Multiple Procedures 

We have made it a rule that, unless there are 
metastases in the liver or peritoneum, an effort should 
be made to remove the growth, even though it involves 
the abdominal wall or adjacent viscera. It is an 
interesting 
fact that 
the bulky 
type of 
growth 
which _in- 
vades adja- 
cent organs 
or tissues, 
shows little 
tendency to 
distant me- 
tastases. 
Thus in four 
cases we 
have re- 
moved a 
considerable 
portion of 


abdominal 

wall which FIG. 5.—Division of peritoneal and muscular 
appeared to coats prior to application of clamps. 

be invaded. 


The immediate and late results in these cases have 
been excellent. Involvement of the uterus, bladder, 
or small intestine is no bar to radical operation. 

As an example and an encouragement to boldness 
in this field of surgery I cite the following case :— 


The patient was a woman who presented a very large 
and apparently fixed growth in the hypogastric and left 
iliac regions. As she was only 42 years of age it was 
decided to attempt removal. The tumour was found to 
involve the anterior abdominal wall, a portion of which, 
2in. in diameter, was excised. The growth was situated 
in the pelvic colon but had involved the left tube and 
ovary, the bladder and a portion of transverse colon, and 
was fixed in the iliac fossa. It was first separated from 
the iliacus muscle, the left tube and ovary were removed, 
a portion of the fundus of the bladder was excised, and 
the involved segment of transverse colon isolated between 
clamps and removed. It was then discovered for the 
first. time that two coils of small intestire were involved. 
These were both resected and the bowel joined by end- 
to-end anastomosis. The pelvic colon, with its massive 
tumour, was then resected. It was decided to bring the 
clamped ends of transverse colon and pelvic colon to the 
surface and stitch them into the abdominal wound. 
The patient made an uneventful recovery from the opera- 
tion and at a later date, after the application of the 
enterotome, the respective ends of colon were joined 
up. The patient now reports, six and a half years after 
operation, that she is in excellent health, fit for a full day’s 
work, and has gained over 2 st. in weight. 


This case illustrates what has been my constant 
experience—namely, that spread by contiguity of 
carcinoma of the colon should not be considered 
a bar to operation. 


Operative Mortality 

There have been 15 deaths following operation 
in 101 cases in which I have performed resection. In 
some of my earlier cases inadequate preparation and 
insufficient care in measures to relieve tension were 
certainly responsible for the fatal issue. One patient 
died of sudden collapse under spinal anesthesia. 
Two died of pulmonary embolism. Three patients, 
all elderly subjects, died of bronchitis and pulmonary 
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edema. Only twu patients died of post-operative 
peritonitis. 

Increasing experience has borne in on me more and 
more the advantages, in all cases where the gut is 
found engorged or inadequately emptied, or where 
the patient’s general condition is poor, of bringing 
the clamped ends of the colon, after removing the 
growth, to the surface and leaving them there for 
later anastomosis 
(Fig. 6.). By prac- 
tising this method 
of the ‘‘ on-dwelling 
clamp,” growths 
low down in the 
pelvis or otherwise 
difficult of access, 
and also those 
requiring consider- 
able dissection and 
manipulation to 
bring them to the 
surface, in fact 
tumours which 
otherwise would 
justifiably be con- 
sidered inoperable, 
can be dealt with 
radically. 

In Table II. the 
operative mortality 
in the different 
types of operation 
is set out. 

In 38 cases in 
which a primary 
resection was done the mortality was 13 percent. As 
these were presumably the earlier cases, without any 


TaBLeE II.—Partial Colectomy for Carcinoma 
Type of operation. Cases. 


resection .. wa 38 
Prelim. cx#xcostomy or colos- 
tomy; resection later .. 30 
Paul-Mikulicz or on-dwell- 
ing clamp method o —_— a @ 


held up wound by clamps. 
bg ot clamp removed at end of 
48 hours. 


appreciable obstructive element present, the mortality 
is too high. In three of the fatal cases there can be 
_ no doubt that a primary drainage operation would 
have been beneficial. 

In 30 cases where a preliminary drainage operation 
was done there were three deaths. Many of the 
patients in this group were desperately ill with acute 
intestinal obstruction at the time of the first operation, 
so that a mortality of 10 per cent. is not excessive 
and is, on the contrary, a testimonial to the value of 
preliminary drainage. 

In the third group are included most of the very 
elderly patients and those in whom a large, fixed 
tumour was, with difficulty, brought to the surface. 
A mortality of 19 per cent., although heavy, is not 
prohibitive when dealing with the aged and with 
cases just on the borderline of operability. 


Late Results 

A follow-up of cases of malignant disease is, as 
a rule, a disheartening exercise—not so those of 
carcinoma of the colon. A surprising number of 
what were regarded as somewhat desperate cases 
are found to be in perfect health and doing a full 
day’s work. Many of the patients who have died 
within the ten years following operation were well 
ap in years and appeared to have died of respiratory 
or cardiovascular ailments, but in no case was post- 


DR. M, CRITCHLEY : ‘NEUROLOGICAL EFFECTS OF ELECTRIC SHOCKS 


[san. 12, 1934 


mortem evidence available. In eight cases definite 
recurrence of malignancy occurred within the six 
years following operation. 

The results are summarised in Table III. 


TABLE III.—Results of Operation in 101 Cases 
Operative mortality a oe on 15 
Not traced aa a os ee ee 17 
Died of recurrence 1-6 years’ after 

operation oe ae oe oe ee 
Died from other causes 1-10 years after 
operation . ee oe ee ee 
‘10 years after operation 
Alive end | 7 and less than 10 years 


5 ” .° ” 7 > 
— — | 3 > Lad ” 5 * 


1 ” ” ” 3 


The comparatively large number of cases untraced 
include mostly those operated on in the early post- 
war period. Of those dying from other causes during 
the ten years after operation, one showed no evidence 
of recurrence of disease nine years and -three were 
known to be free of recurrence five years after opera- 
tion. From Table III. we see that 41 patients are 
known to be alive and well more than three years 
after operation. As many of these were in a desperate 
condition when first seen, it shows that even with the 
relatively late recognition of the disease which at 
present obtains, encouraging results from operation 
may be obtained. With earlier diagnosis and with 
improvements in our methods of treatment, which 
must certainly come, this branch of surgery will 
doubtless show still more favourable results. 


Summary 

1. Carcinoma of the colon is a slow-growing tumour 
susceptible to cure by radical surgery. 

2. Operation by stages, adequate time for recupera- 
tion between stages, and pre-operative immunisation 
are recommended. 

3. Avoidance of tension on, in, and within the 
suture line is the secret of successful resection. 

4. Spread by contiguity to adjacent organs, even 
if extensive, should not be regarded as a bar to radical 
surgery. 

5. The late results after resection of the colon are 
gratifying and encourage boldness in our operative 
methods. 





NEUROLOGICAL EFFECTS OF 
LIGHTNING AND OF ELECTRICITY 


By MacponaLp Critcuiey, M.D. Brist., 
F.R.C.P. Lond. 


JUNIOR NEUROLOGIST, KING’S COLLEGE HOSPITAL; ASSISTANT 
PHYSICIAN, NATIONAL HOSPITAL, QUEEN-SQUARE ; 
NEUROLOGIST, LONDON COUNTY COUNCIL 


THE rapidly increasing use of electricity in industry 
and the home, coincident with the construction of the 
National Grid System, will no doubt familiarise us 
in this country with the effects of electrical shock. 
In 1930 there occurred in England and Wales 61 
deaths from electricity and 10 from lightning. These 
figures give but little indication of the numbers of 
non-fatal accidents, especially from electricity. How 
many victims of electric shocks show signs of neuro- 
logical implication is doubtful, though Pietrusky has 
put the figure at 3 per cent. In two earlier papers 
the neurological complications of electrical injuries ' 
and of lightning stroke * were considered. On the 
whole, however, the neurological aspects have 
attracted very little attention despite the important 
studies by Jellinek,? Panse,‘ Naville,* and others. 
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This present contribution brings forward some 
additional material and also deals with the nervous 
manifestations in the acute stage. 


Neuropathological Aspect 


Chief among the effects of lightning and electricity 
upon the nervous system, as demonstrated by a study 
of post-mortem human material and of experimental 
lesions in animals, are the following :— 

(a) Focal petechial hemorrhages scattered throughout 
the brain and especially the medulla. They may also be 
found in the spinal cord, particularly in the grey matter 
of the anterior horns. From experimental work it would 
appear that hemorrhagic changes are commoner after 
death from alternating currents. When the cranium has 
been directly hit by lightning, large vascular tears may be 
found in the cerebrum. 

(6) Chromatolysis, especially in the pyramidal cells, 
the nerve-cells of the medullary nuclei, and of the anterior 
horns, and the Purkinjé cells of the cerebellum. The 
affected cells show a dark and shrunken uniformly stained 
nucleus often eccentric in position. In less severely 
damaged cells the cytoplasm decreases and becomes 
coarsely granular. Nissl bodies disappear immediately 
after the shock but may gradually return (Langworthy *). 
The neuronic changes are patchy in distribution, and 
healthy and diseased cells may lie in close proximity. 

(c) Curious wide dilatations of the perivascular spaces, 
often bridged across by delicate strands and surrounded 
by a zone of condensation. These areas measure from 
25 to 250 microns in diameter, and are most numerous in 
the brain-stem and cervical cord. Such lesions have been 
especially noted in the nervous system of electrocuted 
criminals, and are attributed by some to bubbles of gas 
liberated by electrolysis. 

(d) Changes in the peripheral nerves, such as frag- 
mentation and tortuosity of the axons, breaking-down of 
the sheath of Schwann with fusion of the nuclei, and 
infiltration of the epineurium with endothelial cells. 

(e) Peculiar spiral-like appearance of the muscle-fibres 
(Jellinek *). 

(f) With very severe injury, as from direct hit from 
lightning or in experimental electrocution with high- 
tension currents, the entire brain and parts of the cord 
may be swollen, softened, and even diffluent. 

The most striking change which I have observed 
consists in a localised ballooning of the myelin-sheaths 
of the peripheral nerves. The accompanying Figure 
illustrates this change, occurring in the ulnar nerve 
of a boy who sustained a shock of 12,000 volts. The 
arm had to be amputated on account of gangrene. 
This change is analogous to that described by H. E. 
MacMahon * in guinea-pigs killed by low-tension 
constant currents. 

The neuronic changes after fatal electrocution are 
strikingly variable, and may often be undemonstrable. 
Thus, in the following three cases personally studied, 
no gross alteration in the nerve-cells could be 
detected :— 

Male, aged 42 years: death from burns and exhaustion 
4 hours after a shock from 66,000 volts. 

Male, aged 18 years: death from pneumonia and 


toxemia from burns 17 days after a shock from 132,000 
volts. 


Male, aged 35 years: death from burns and toxemia 
8 days after a shock from 19,000 volts. 

The morbid changes described in the literature are 
not, of course, specific of electrical injury, and from a 
study of the post-mortem specimens it would be 
difficult to differentiate the changes due primarily 
to the current, from those caused by the heat 
engendered, toxemia after burns, as well as from the 
effects of cerebral concussion. 

The presence or absence of demonstrable nervous 
changes does not depend primarily on the strength 
of the current. More important factors comprise the 
duration of the contact and the length of the survival 
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tiene. Still more significant is the question whether 
or not the cranium is directly implicated in the 
pathway of the current. A relatively low current 
applied directly to the skull is more likely to be 
attended by cerebral lesions than a high-tension 
current passing through the body. Where close and 
intimate contact has been made between the electrode 
and the skull, as in the case of legal electrocution, 
the cranial contents may be considerably raised in 
temperature. This in itself will produce widespread 
changes. Experimental work confirms this opinion, 
for Langworthy * has found that rapid electrocutions 
are followed by nerve-cell changes only in the “areas 
traversed directly by the current. If, however, a 





Ballooning of m n the ulnar nerve of a bo 
Site a check ot 19-800 ohne omy 


large cyrrent is made to operate for a considerable 
time, there is marked heat production causing neuronic 
changes indistinguishable from those produced by the 
current alone. 

Clinical Features 


The main types of injury due to electricity: and 
lightning are threefold—viz., (1) immediate, including 
shock, unconsciousness, and suspended . animation ; 
(2) secondary, including burns, gangrene, visual 
disturbances, and temporary nervous disorder; and 
(3) remote effects, which include certain rare neuro- 
logical and ocular complications. Only those mani- 
festations referable to the nervous system will be 
considered here. 

IMMEDIATE EFFECTS 

Currents of very small amperage produce a sensation 
of tingling, which becomes unpleasant as the strength 
is increased. Painful sensations are evoked relatively 
easily, and with shocks of high voltage the pain may 
be both agonising and generalised. 

Consciousness may be lost with electrical injuries, 
either from syncope or from immediate concussion. 
In the latter case, no recollection of the shock itself 
may exist when consciousness returns. Consciousness 
may also be lost after some interval, probably from 
the development of cerebral oedema. 

With lightning stroke the victim usually falls 
unconscious at once.: Here again a period of retro- 


grade amnesia is usual, so that the patient, on recovery, 
cannot describe any feeling of impact, and, indeed, may 
not know what has happened. This explains Pliny’s 
dictum that ‘‘the man who sees the lightning flash 





70 THE LANCET] 


DR. M. CRITCHLEY : NEUROLOGICAL EFFECTS OF ELECTRIC SHOCKS 


{[san. 13, 1934 





and hears the thunder, is not the one to be struck.” 
At times, however, the victim may recall some 
impression of the shock, in the form of a flash of light 
or of colour, a feeling of a rush of wind, or a violent 
blow in the back. 


When consciousness is retained throughout the 
electrical shock, various complex sensations may be 
experienced. Much depends upon the duration of 
the stimulus. When the victim is unable to release 
himself from the live-wire, a number of bizarre 
sensations may be added. Temporary tinnitus and 
deafness are often experienced, so that the injured 
person may be unable to hear his own cries for help. 
Disorders of vision are common: a blackness before 
the eyes often accompanied by hallucinatory flashes 
of light or brilliant luminous circles. Electrical 
mechanics, who often sustain minor shocks, recognise 
these latter phenomena and speak of them as 
“moons.” They would appear to be commonest 
when the head has formed one of the points of contact, 
and are therefore rather characteristic of ‘‘ telephone ”’ 

r “ headphone ” shocks. 

These points are well illustrated in the descriptions 
given by some of the victims of electrical injuries in 
my series : 

As though I had received a terrific blow between the 
shoulders. (230 V., momentary contact.) 

No pain; terrific roaring in the ears and a feeling 
as if the heart had stopped. Could see surroundings 
very dimly for a second or so. Then lost consciousness. 
(10,000 V. A.C. (alternating a bend be — A 

in throat an elt as hough 
guna teliecds ood and downwards, and feet and legs 
upwards to meet it. Vision clear but fixed. Speech 
completely gone; could not even mumble. The most 
agonising I ever wish to feel; every muscle felt 
as though torn out of the body. (230 V., prolonged 
contact.) 


Violent shaking-up in the body and a terribly loud 
buzzing noise in head and ears. Vision dim and fixed. 
Hearing altogether lost; complete loss of control of 
speech—i.e., was under the impression he was saying 
** pull the plug out ” but actually was mumbling “ stop it.” 
No pain. (230 V. A.C., prolonged contact.) . 

As though seized by some tremendous power. Great 
pain. Quite helpless, and in a state of intense stress. 
Could not hear, feel, or see, though before the eyes was 
an intense flickering light. ‘Not unconscious. (400/500 V. 
A.C., 50 cycles. Contact of 10 sec.) 

Tried hard to shout and could make no sound. Absolute 
agony, as if every bone was being separately pulverised, 
and it seemed possible to count the periods of the 50-cycle 
supply. Eventually blackness descended. (230 V. A.C., 
50 cycles. Prolonged contact.) 

Sudden pain in left hand, then terrific and agonising 
pain and spasm in the whole body. Unable to shout out 
though not unconscious. Could not hear. Saw a bright 
yellow light, like the sun’s rays filling the whole field of 
vision. Rolled about the floor; knocked over a piece 
of furniture but did not hear the impact. (240 V. A.C., 
contact 1} min.) 

Saw a flash and felt a funny burning sensation around 
the mouth as if all the teeth were being drilled. Felt all 
drawn up. Burning pain =_— as (X ray accident.) 

Gripping feeling in right hand. Could not let go. 
Screamed out with fright but could not hear herself. 
Eyes fixed and ing, and a oe as though things 
were coming towards her. (240 V. A.C., prolonged 
contact.) 

Felt himself becoming smaller and smaller and squeezed 
into himself. Stone deaf; could not hear himself crying 
out loudly for help. (240 V. A.C., contact } min.) 

A blue streak of light flashed across my eyes and 
I felt a sensation of giddiness. Felt myself held to the 
floor and imagined I was stuck to the machine and unable 
to free myself. I knew I was shouting but could not 

round sensation continued 


= myself, The 
Ij out of the room, somersaulting and hitting 


spt against the opposite wall, and my head on the 


floor . . . . collapsed . . . . no power of control over my 
speech or muscles. I think the feeling resembles that 
part of an anesthetic just before one loses consciousness, 
when one has a whirling round sensation. The most 
striking sensation was that of being stuck to the floor and 
unable to move although I was actually moving fairly 
briskly at the time. No feeling of pain at contact ....on 
coming round I was sweating freely, pale, and trembling. 
Pulse about 130. (X ray accident ; 60/70,000 V., momentary 
contact.) 

As with most protracted painful experiences, the 
sufferer usually feels that the passage of time is 
inordinately slow, and electrical injuries supply one 
of the most vivid examples of the prolongation of 
time. We may reproduce as an instance a portion 
of a letter by A. B. Brooks :— 

The duration of the shock could not have been more than 
a couple of seconds. A man riding by on a bicycle going 
pede ed repmereny | time to pass about 30 yards beyond 
me when the operator got through talking and opened the 
switch, yet I could see every spoke in the bi , and it 
barely seemed to me to be turning. I could feel every reversal 
of the current, and these reversals occur at the rate of 60 
complete cycles per second. 

The foregoing statements as to the victim feeling 
the individual reversals of an alternating current 
are scarcely credible, for the frequency of alternation 
may be as great as 50 per second in the electric light 
mains in this country. This complaint is one that 
I have heard on other occasions, however, and some 
mechanics unhesitatingly ascribe the peculiar inter- 
mittency, felt with alternating current only, to this 
factor. 

Although pain is the most common sensory experi- 
ence in electrical shock, it is not always present. 
Thus Payzand stated that when he was electrocuted 
from an X ray installation he felt no pain whatever. 
His only sensation was one of a “ glorious light . . . as 
if a high-power light went off in my head. The next 
thing I knew I was on the floor. I was only out a 
few seconds, but it certainly was a glorious feeling.” 
Panse has compared some of these painless subjective 
phenomena, preceding unconsciousness, with the 
aure of an epileptic attack. 

After severe electrical injuries, great restlessness, 
irritability, even maniacal excitement and convulsions 
may occur during the stage of unconsciousness. The 
limbs not infrequently show tremors or myoclonic 
twitches. At the other extreme, the initial disorder 
of consciousness may be momentary but nevertheless 
demonstrable by a period of amnesia, as in the 
following case :— 

A boy, aged 12, climbed a 30-foot pylon carrying a 
high-tension wire at a pressure of 11,000 V. A.C. At 
the top he touched the wire with his arm, received a shock 
and fell to the ground. The village was plunged into 
darkness and the radios cut off, but the boy himself seemed 
little the worse. ... He picked himself up and walked home 
a distance of a quarter of a mile. His ts noticed he 
was a little pale and subdued ; they did not suspect any- 
peor Ae until the boy asked for his lunch (actually he had 

lunch long before, and also his tea). Neighbours who 

had seen him fall from the pylon now arrived on the scene 

and explained matters. Through the kindness of Dr. J. R. 

Duerden, of Bristol, I had the opportunity of examining 

the boy a day or two later. No abnormality was found 

t one or two electric burns. The boy had no 

reco ion whatever of events, from starting to climb 
the pylon until the following morning. 

“$s nded animation ’’ is probably a rare effect 
of electric shock. The victim falls immediately to 
the ground, unconscious. Circulation and respiration 
cease, and the appearances are all those of death. 
Under appropriate resuscitative measures, however, 
breathing is re-established, the pulse becomes palpable, 
and consciousness is regained. Instructions are 
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therefore commonly given that artificial respiration 
should be carried out in all cases of apparent death 
from electricity. Signs of returning life are first seen 
in feeble movements of the laryngeal box—movements 
which are said to be the last to disappear in the dying 
(the “‘ultimum movens, primum revivens” of 
Jellinek ). 

Just how long artificial respiration should be kept 
up is debatable. Cases are quoted where doctors have 
advised the efforts of resuscitation to be abandoned ; 
the workmen, however, have continued their efforts 
after the doctor’s departure and the victim’s life 
thereby saved. Periods as long as eight hours have 
been mentioned after which circulation and respiration 
have been restored. The authenticity of some of these 
cases has been seriously challenged. Alvensleben, 
the German authority on electrical accidents, has 
expressed to me his great scepticism as to alleged 
resuscitation after half an hour. He has investigated 
instances of apparent exceptions, only to find that 
either the true facts were concealed or in doubt, or 
there was a lack of medical support to the data. 
Jellinek has stated, however, that resuscitation has 
been effective after a period of three hours. In this 
country, the late Mr. G. Scott Ram,'* H.M. senior 
electrical inspector of factories, has recorded a case 
of electrical apparent death when recovery took place 
after two hours. 

Perhaps the most striking feature of the immediate 
effects of electric shock is their diversity. One 
person, electrocuted from an electric light main, is 
profoundly shocked ; another makes contact with a 
considerably greater current and is little the worse. 
Technical differences naturally account for many of 
the contradictions, for the questions of amperage—as 
determined by the resistance of the tissues—is much 
more significant than that of voltage. To some extent, 
however, the susceptibility is an individual feature. 
Some are much more sensitive than others to currents 
of equal amperage. We know that pregnancy raises 
the degree of susceptibility, whereas it is lowered by 
many factors, such as hyperthyroidism, fatigue, old age, 
and arterial disease. Jellinek stressed considerably the 
réle of attention, and he says that mechanics working 
cautiously upon dangerous installations are less 
affected by a shock than when the electrocution 
comes as an abrupt and unexpected surprise. The 
evidence for this opinion is not altogether convincing 
however. Apparent exceptions are found in the 
occasional case of deliberate suicide by electrocution. 
Sleep, too, is said to endow some measure of protec- 
tion ; since the time of Seneca it has been noted that 
lightning, striking a sleeper, is less likely to kill, 
Rabbits are considerably more resistant to electric 
shock when anzsthetised. Of extreme interest in 
this connexion is a recent medico-legal case where a 
young man committed suicide by attaching to himself 
an electric installation, operating a potential of 
200 volts, and timed to make contact during his sleep. 

The liability of electrical engineers to repeated 
slight shocks raises the question whether the resistance 
to a severe shock is thereby increased or not. Here, 
again, the evidence is contradictory ; whereas some 
clinicians have thought that the susceptibility to 
electrocution is raised by repeated minor shocks, 
the opposite seems to be shown by animal experi- 
mentation. 


SECONDARY NERVOUS MANIFESTATIONS 


Various neurological appearances may be encoun- 
tered after the restoration of consciousness. Most 
typical are the paralytic symptoms after lightning 
stroke. As soon as the patient becomes aware of his 


surroundings a loss of power as well as of sensation 
is noticed in the legs and lower half of the trunk. 
Walking and standing are impossible. Examination 
reveals a flaccid paraplegia with objective sensory 
disturbance. As far as I can trace no case has been 
thoroughly examined from a neurological standpoint 
at this early stage, but in a case recently recorded by 
A. Gilpin ™ the knee-jerks were obtained. Severe 
vasomotor changes are found, and the legs are white 
or livid, the toes blue, and the limbs quite cold. 
Within the next hour or so—and even less—feeling 
gradually returns to the limbs, and the patient 
notices tingling or pins and needles. After about 
12 hours sensation and power have usually returned 
and little or no disability can be detected. 

As excellent examples of this so-called kerawno- 
paralysis the following cases may be quoted :— 

Two men were sheltering from a storm under a tree 
in a London k. They were simultaneously struck by 
lightning and rendered unconscious. It is probable 
that they were hurled some feet from the spot, and one 
man sustained a fractured arm. On regaining their 
senses a few minutes later, both found themselves paralysed 
and devoid from sensation from the waist downwards. 
This was confirmed by the medical officer at Lambeth 
Hospital shortly afterwards, and it was observed that the 
feet were quite cold and bluish-white, “as if going in 
for gangrene.” The paraplegia cleared the same , Sos 
and no neurological abnormality was detectable when I 
examined them a few days later. 


The nature of this transitory paraplegia is prob- 
lematical. So rapid a return of sensation and motor 
power, roughly coincidental with the restoration of 
circulation, suggests that the keraunoparalysis is not 
spinal in origin, but peripheral. Whether the nerve- 
trunks of the limbs are the chief site of affection is less 
clear, but it seems more probable that the neurological 
manifestations are themselves the result of an initial 
vasoconstriction caused by massive autonomic stimu- 
lation. The loss of sensation is then analogous with 
the hypesthesia in Raynaud’s disease, 

With electrical injuries, paralytic manifestations 
are far rarer. At times, a feeling of pain, cramp, or 
tingling may persist for some hours or days in the 
limb through which the current has entered or left 
the body. In such cases slight alterations in the 
tendon reflexes may be demonstrable. When severe 
burns or tissue-destruction are found, the nerve-trunks 
may be implicated with corresponding symptoms. 

Many of the secondary effects of lightning and 
electricity are “trophic” in character, suggesting 
again an implication of the autonomic nervous 
system. Within this category would belong such 
phenomena as the common “electrical @dema” ; 
cyanosis; peripheral arterial spasm; pupillary 
abnormalities; and Horner’s syndrome. The hair 
of one patient in my series turned white over a 
considerable area, Similar canities, preceded by 
alopecia, has been recorded by Hautmann, 

Hysterical manifestations are very common, especi- 
ally after lightning stroke. Very many cases are on 
record of blindness, deafness, and loss of speech in 
victims of lightning. Conversely a number of cases 
of pre-existing hysteria are known to have been cured 
by lightning shock. With electrical accidents 
paralysis is the common hysterical sequel, and else- 


-where I have described the case of a man who fell 


across the line of an underground railway and imme- 
diately became paralysed, although no current was 
flowing at the time. One of the very earliest records 
of injury due to electricity is that of a case of hysteria 
described in the Philosophical Transactions for 1754 
by Cheney Hart. Hysterical amnesia and states of 
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dissociation are also known, and de Morgan’s novel 
“Somehow Good” gives an excellent example of a 
hysterical fugue following an electric shock. 


NEUROLOGICAL SEQUELZ 


Tie rare cases of nerve disease developing late after 
lightning or electrical injuries are varied. Such 
after-effects as I have encountered may be classified 
as follows: (1) cerebral; (2) spinal; (3) mixed 
cerebro-spinal affections ; (4) peripheral nerve lesions, 
isolated or multiple ; and (5) psychological disorders. 

(1) Isolated pathological foci in the brain are rare. 
Hemiplegia and aphasia have been recorded, usually 
associated with pre-existing cerebrovascular degenera- 
tion. Striatal syndromes, in the nature of choreo- 
athetosis, are still rarer. The syndrome of headache, 
giddiness, insomnia, and forgetfulness, familiar after 
cranial trauma, is not uncommon after severe electrical 
injuries of the skull. Epilepsy has been recorded at 
times, though Panse doubts whether electric shock 
is ever of direct etiological significance. The following 
case is one of epilepsy after lightning-stroke :— 

A. B., now an inmate of Edmonton Epileptic Colony, 
was watching a violent thunderstorm out of the window 
in 1923. Suddenly there was a flash of lightning and he 
was thrown unconscious across the room. On recovery 
he was confused for a period of some days, and he suffered 
from headache and vomiting. A month later his first 
fit occurred and epilepsy has since become established. 


Prof. Foerster has spoken to me of three personal 
cases of slow progressive cerebellar syndrome, 
developing after an electrocution. 

(2) According to Panse, the “spinal atrophic 
paralyses ’ are the characteristic electrical sequele. 
He has added nine cases of his own to 20 collected 
from the literature. The clinical picture is not unlike 
that of progressive muscular atrophy. Following 
Panse, we may describe the syndrome as the develop- 
ment days or months after the accident, of wasting 
in certain muscle-groups, usually those supplied by 
the fourth to sixth cervical segments ; the affection 
is either unilateral or asymmetrically bilateral. 
Spasticity and weakness develop in the legs ; sensory 
and sphincteric disorders are slight or absent. 

(3) Under the term “electrotraumatic encephalo- 
myeloses,”” Lowenstein and Mendel ™ describe certain 
diffuse cerebro-spinal sequele. Complicated clinical 
pictures develop, recalling cases of disseminated 
sclerosis or of G.P.I. Cases of epilepsy are also 
relegated to this group. 

(4) Peripheral nerve lesions may rarely develop 
at the point of entry of a current. Or polyneuritic 
symptoms may appear as a permanent result of 
lightning stroke, as in a case of my own.? 

(5) In addition to the hysterical disorders appearing 
immediately after the accident, various psychoses 
may develop after an interval. Just as a previous 
hysteria may be cured or altered by an electrical 
or lightning shock, so also an established psychosis 
may change in character. Thus Jellinek described 
the case of a 20-year-old schizophrenic lad who 
climbed a pylon in the grounds of the asylum, touching 
with his arm the live wire which was conveying an 
alternating current of 110,000 V. He fell severely 
burnt, but was able to walk back to the building. 
His mentality thereafter changed radically; he 
answered questions brightly and now began to take 
his food without trouble. 

_ The foregoing neurological sequela must be dis- 

from cases of organic nervous disease, 
where the symptoms have apparently been precipi- 
tated by a severe electrical or lightning shock. There 
are many records of disseminated sclerosis dating 
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from electrical injury (Creutafeldt, Critchley, et al) 
or from lightning (Allison); myasthenia vis 
(Lindemulder); and Parkinsonism (Panse). No close 
stiological importance can be proven in such cases 
for the injury. In establishing diagnosis, it is highly 
important to exclude carefully any nervous complica- 
tions of the accident, not directly connected with the 
current. The literature holds many examples of 
error due to overlooking the effects of a fall, or the 
burns from ignited clothes. A mechanic sustains a 
shock and falls from a height ; neurological complica- 
tions may in such a case be due to an unsuspected 
fracture of the skull or dislocation of a vertebra. 


Nature and Causation of Neurological 
Manifestations 


The comparative infrequency of nervous signs after 
electrical and lightning accidents is probably due to 
the poor conductivity of nerve tissue. When the 
passage of the current is from one limb to another, 
the central nervous system is unlikely to be traversed ; 
only when the cranium forms one of the points of 
contact is it reasonably certain that the current will 
pass through nerve tissue. Probably the blood- 
vessels constitute the main routes for the passage 
of currents through the brain, and many of the 
changes found at autopsy are explicable on the basis 
of a primary vascular lesion. 

The more severe disturbances of consciousness are 
probably the result of intracranial bleeding, cerebral 
edema and, in fatal cases, elevation of brain tem- 
perature. This view is confirmed by the changes in 
the composition, pressure, and temperature of the 
cerebro-spinal fluid. Some of the diffuse and isolated 
cerebral sequelz, as well as some of the psychological 
after-effects, may be the result of cerebral vascular 
lesions, single or multiple. No evidence is available 
as to the morbid anatomy of the lightning paraplegia, 
nor of the spinal atrophic paralyses. The former 
are probably to be reckoned among the trophic 
disorders provoked by dysfunction of the autonomic 
system. In the latter, a spinal vascular lesion seems 
unlikely in view of the asymmetry of the manifesta- 
tions. 

Except in cases of obvious clinical implication of 
the central nervous system, it is probable that cerebral 
changes after non-fatal lightning or electrical accidents 
are minimal. Morbid appearances may be absent or 
else of a molecular cane such as will elude 
present-day powers of detection. 


My cordial thanks are due to my friends and 
colleagues who have kindly placed clinical and 
pathological material at my disposal; and to Sir 
Frederick Kay Menzies for allowing me to study and 
quote cases from the L.C.C. hospitals’ service. The 
expenses were defrayed by a grant from the Medical 
Research Council. 
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THE use of gold in therapeutics is not new. Wells 
and Long! state it was used in the eighth century 
by Abu Moussa the Wise as a panacea, and in 1500 
Paracelsus recommended a compound of gold and 
mercury as an elixir of life. Nevertheless in modern 
times it is only within the last forty years that gold 
has been used at all seriously and extensively. 
Robert Koch in 1890 showed that gold cyanide had 
an inhibitory effect on the growth of tubercle bacilli 
in vitro, and since then, more especially during the 
last twenty years, experiments have been made with 
many different salts of the metal. Until 1916 only 
inorganic preparations were known, but in that year 
Feldt * introduced a complex organic compound of 
gold which he named Krysolgan, and more recently 
he has introduced Solganol, an aromatic compound 
containing 36-5 per cent. of gold. Mdéllgaard* in 
1924 used Sanocrysin, an inorganic salt, the double 
thiosulphate of gold and sodium, in the treatment of 
pulmonary tuberculosis and reported favourable 
results. Together with other gold salts it has been 
widely employed in the treatment of tuberculosis. 
Forestier in France and Umber and Zimmer in 
Germany almost simultaneously applied aurotherapy 
to the treatment of arthritis, the former using a 
compound named Allochrysine with which he obtained 
good results in a large series of cases. Krysolgan, 
solganol, and other salts have been extensively used 
in the treatment of pulmonary tuberculosis, lupus 
erythematosus, leprosy, and various streptococcal 
infections. 

Our experience in cases of arthritis has been confined 
to the use of solganol A for intravenous use, solganol B 
for intramuscular use, and the newer solganol B 
oleosum, an organic gold compound in an oily base, 
for intramuscular injection. German workers state 
that the use of an oily suspension increases the 
degree of tolerance ; this results in a gradual absorp- 
tion with an even prolonged effect. 


MODE OF ACTION 


The precise way in which gold acts is not known. It 
has been shown that dilute solutions will inhibit but 
not destroy the growth of tubercle bacilli in cultures. 
The addition of human or animal serum, however, 
completely upsets this effect. It therefore seems 
improbable that in vivo, gold has any direct action 
on organisms; as Morriston Davies‘ suggests, it 
may act by “stimulating some defence forces in 
the patient,” most probably on the cells of the 
reticulo-endothelial system. It is well known that 
one important function of this system is its power 
of phagocytosis, and gold, by stimulating the reticulo- 
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endothelial cells t to increased activity, may well turn 
the scale in the battle between defence and attack. 
It has been shown by Feldt ? that if the activity of 
this system is eliminated by blocking its cells by the 
injection of suitable substances and by excising the 
spleen, the action of solganol in animal experiments 
is greatly diminished. 


TOXICITY OF GOLD COMPOUNDS 


All observers agree that gold compounds are more 
or less toxic when introduced into the body. 
MOligaard * regarded many of the reactions seen with 
sanocrysin as due to the liberation of tuberculin from 
the killed bacilli, but this view is not now generally 
accepted, and the symptoms are probably due to 
metallic poisoning. The effects are manifest mainly 
on the skin and mucous membranes, on the kidneys, 
and on the alimentary canal. Less frequently the 
respiratory and nervous systems are affected. All 
the manifestations are of the utmost importance, 
since their appearance calls for extreme caution in 
treatment, and sometimes its cessation. 

Skin and mucous membranes.—Gold may produce 
erythematous, morbilliform, and urticarial lesions, and 
in severe cases there may be extensive exfoliation. 
Solganol and especially solganol oleosum seem to be 
much less toxic than other gold preparations previously 
used ; thus Coste ® states that they rarely produce 
skin lesions, and that when these occur they are 
seldom severe, though markedly pruriginous. Graham- 
Little * reports a case of an extensive eruption 
resembling erythema multiforme, with purpura on 
the legs, in a case treated with solganol (intra- 
muscular). This eruption almost immediately followed 
the first injection of 0-01 g. In other cases treated 
for a long time with gold, a staining of the skin in 
the parts exposed to bright sunlight has been 
observed. Conjunctivitis and stomatitis have also 
been noted, 

Kidneys.—Gold is excreted mainly through the 
kidneys and possibly to a lesser extent through the 
intestine and bronchial mucous membrane. Vallery- 
Radot’ and others have recently studied the 
experimental nephritis produced in rabbits by the 
injection of relatively large amounts of gold, and 
have shown that excretion takes place mainly through 
the convoluted tubules, and that the glomeruli play 
little if any part in the process. The glomeruli 
remain undamaged except for slight intraglomerular 
congestion observed in a few cases only. The 
nephritis produced seems therefore to resemble that 
caused by corrosive sublimate. Clinically, in man, 
acute nephritis may occur ° with albuminuria, edema, 
and sometimes a raised blood-urea. This type of 
nephritis develops quite suddenly, very often early 
during treatment with gold and while dosage is still 
small. The prognosis is good. On the other hand, 
especially in the later stages of treatment, albuminuria 
may be the only indication of gradual damage to the 
kidney. Fischer, quoted by Wells and Long,’ found 
sanocrysin particularly toxic to the kidneys and 
solganol least so ; ut the latter he found more toxic 
to the intestine. The urine should always be tested 
prior to the administration of gold—not only before 
treatment begins but before each injection. The 
presence of albuminuria should lead to a complete 
evaluation of renal function, and any renal insuffi- 
ciency is an indication if not for temporary suspension 
of treatment, at least for a reduction of dosage and 
for longer intervals between the doses. 


Respiratory systems.—Coste* and others have 
noted a tendency to bronchitis in their cases of 
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arthritis during aurotherapy. This was observed 
when the dosage was relatively large, and is again an 
indication for caution, since if dosage is not reduced 
pulmonary congestion and broncho-pneumonia may 
follow. The bronchitis may be secondary to irritation 
produced by the excretion of gold through the 
bronchial mucous membrane. 

Alimentary canal.—Vomiting, hiccup, and profuse 
diarrhea may occur. Forestier * in 20 per cent. of 
his cases, treated with allochrysine, noticed mild 
stomatitis with erosions of the lips and tongue. 

Other manifestations.—Fishberg * states that with 
sanocrysin shock and collapse may occur immediately 
after injection and may be fatal. This may be due 
to a direct effect on the nervous system. The use of 
intramuscular injections, with slower absorption, is a 
safeguard against this. Findlay '® has noted well- 
marked eosinophilia during the gold treatment of 
pulmonary tuberculosis. Gold is practically non- 
toxic to the liver, and has been employed without 
harm where cirrhosis, and even advanced cirrhosis 
with ascites,’ was present. A few cases of jaundice 
have nevertheless occurred with sanocrysin, and 
jaundice developed in one of our cases of acute 
rheumatism treated with solganol. 


TYPES OF CASES TREATED 


All our cases fit into one of the two following 
groups: (1) acute and subacute rheumatism ; 
(2) rheumatoid arthritis. 

Nomenclature in chronic arthritis presents a big 
problem. Many types and degrees are found, and 
excluding gout, Charcot’s joints, gonococcal 


arthritis, and other forms of specific arthritis, they 
range on the one hand from the definitely rheumatoid 
group, involving many joints, to the osteo-arthritic, 
in which typically only one of the larger joints is 


affected. Under the term rheumatoid arthritis we 
have included only cases typical of that condition as 
generally understood in this country. The patients 
are usually women, and besides pain and swelling of 
the joints, they show general signs of toxemia, such 
as irregular pyrexia, anemia with low colour-index, 
loss of weight, and asallow complexion. Itis on these 
signs that the infective theory of the disease is partly 
based, and although the causal organism is still 
unidentified, it is at present thought in this country 
and in America to be due to a streptococcus, possibly 
S. viridans. Some workers consider that allergy may 
be a factor in the swelling. On the other hand, on 
the continent it is believed by some *® that many of 
these cases have a tuberculous origin, due to bacilli 
of attenuated virulence or to atypical forms of Koch’s 
bacillus. It was this fact, amongst others, that 
originally led to the treatment of this condition with 
=. DOSAGE AND TECHNIQUE 

All our cases, except one in which krysolgan was 
used, were treated with solganol. The intravenous 
solganol A was employed in a few cases, but in the 
majority solganol B or solganol B oleosum was given 
by intramuscular injection into the buttocks. Dosage 
is all-important, and no fast ruleé can be laid down ; 
one must be prepared to individualise, according to 
the general condition of the patient, and the general or 
focal reactions, if any. Treatment was commenced 
with a dose of 0-01 or 0°05 g. of the solganol prepara- 
tions, and increased every third or fourth day ; with 
solganol oleosum the increase was to 0-1, 0-2, 0-3, 0-4, 
and 0-5 g. provided no reactien occurred. We have 
not as a rule increased the dosage above this last, but 
one case (Case 1 below) was worked up to 0-9 g. 
Coste § recommends an average total dosage of 2-5 g 


per series of injections, but we have not on the whole 
given such a large amount, and have generally kept 
to a total dosage of between 1-0 and 1-5g. One case, 
however, received 2:8 g. in a month, and another 
5-25 g. in seven weeks. Both these cases are reported 
more fully below. Whereas the doses employed have 
been mainly on the lines described, Forestier * is in 
favour of smaller doses protracted over a longer 
period. We have found no reason to adopt this 
course, especially as we have had no untoward 
reaction in adults with the preparations used. 

In children the largest total amount given was 
1-4 g., to two patients aged thirteen and fifteen, the 
first with subacute rheumatism, the second with what 
appeared to be typical rheumatoid arthritis as seen 
in adults. Out of 7 children treated, 1 with 
rheumatoid arthritis, the other 6 with acute or sub- 
acute rheumatism, 5 received solganol B _ intra- 
muscularly, while the remaining 2 were treated both 
with solganol A and B. The initial dose was 0-05 g. 
and the largest dose 0-5 g., given in two cases (see 
Table). ; 

REACTIONS OBSERVED 

The only signs of general reaction were pyrexia, 
observed in two cases, and jaundice in one. The 
pyrexia was associated with a focal reaction, consisting 
of pain and increased swelling of the affected joints, 
on the day following injection, and subsiding rapidly. 
In one case, however, reported fully below, this 
reaction was so severe that morphia had to be given ; 
nevertheless, twenty-four hours later the pain, swelling, 
and temperature had subsided. Another patient 
(Case 3 below) also had a severe focal reaction, 
associated with pyrexia, and refused further treat- 
ment. Two others again had minor focal symptoms, 
without pyrexia, lasting a few hours only. No skin 
manifestations, or evidence of renal damage, were 
observed in any of the cases. The jaundice occurred 
in a child (Table, Case G). A week after the last 
injection had been given (total dosage = 1-05 g. 
solganol B) the boy developed mild jaundice. It 
was never severe, but the urine was not free of bile 
until nineteen days afterwards. This is the only case 
which showed what might have been a toxic condition 
produced by the solganol. 

Glucose is said by German workers to diminish the 
likelihood of toxic manifestations, and all the children 
treated received 3} ounces of glucose by mouth daily 
during the period when solganol was given, and for 
one week afterwards. On the other hand, many of 
the adults were on a low carbohydrate diet, and we 
are now treating cases as out-patients with gold 
without special mention as to the amount of carbo- 
hydrates ingested, and none of these latter, or of the 
adults on a low carbohydrate diet, have developed 
toxic symptoms. It is interesting to note that the 
child who developed jaundice was actually receiving 
glucose when the jaundice appeared. We are of the 
opinion that administration of glucose is unnecessary, 
and plays no part in relation to the development of 
any toxic manifestation. 

In all the children the injections of solgano] B were 
found to be painful. Slight pain was experienced 
during the injections, and almost all the children 
complained that the area injected was painful for 
some time after administration. There was no pain 
with the intravenous solganol A. In adults the injec- 
tions of solganol A, B, or oleosum were quite painless. 


RESULTS 


Acute and subacute rheumatism.—In the six cases 
treated the results were poor. Only one case (Table, 
Case A) can be said to have derived benefit from 











THE LANCET] 





DR, G, SLOT & OTHERS: GOLD TREATMENT OF ARTHRITIS AND RHEUMATISM 








[san. 13, 1934 75 








QUEEN 




















ACUTE AND SUBACUTE RHEUMATISM AND RHEUMATOID ARTHRITIS IN 
MARY’S HOSPITAL, CARSHALTON 












CHILDREN TREATED AT 




























eart became more en 
Smesthesapy began in 





















Acute am 

















aurotherapy. This child very definitely improved 
after receiving a total dosage of 1-4 g. of solganol A 
and B. Case D showed improvement in the cardiac 
condition, but rest, fresh air, and a nourishing diet 
may have played just as important a part. Two 
cases showed no improvement, and in fact the cardiac 
condition progressed. The remaining two patients, 
whose general condition was very poor and in whom 
there was severe cardiac involvement, steadily ran a 
downhill course and eventually died of heart failure. 

The value of solganol in these conditions is doubtful, 
and in our opinion it should not be used when severe 
cardiac involvement is present; it may, however, 
prove to be of some value for subacute rheumatism 
with no, or relatively little, carditis, which seem to 
hang fire on the usual treatment of rest, fresh air, and 
salicylates. We are no longer using aurotherapy in 
acute or subacute rheumatism except in the above- 
mentioned type of case. 

Rheumatoid arthritis.— Fourteen cases were treated, 
1 with krysolgan, 5 with intravenous solganol A, 1 
with solganol B, and 7 with solganol B oleosum. All 
7 cases treated with solganol B oleosum were greatly 



















| 
Case) Sex. Age. Previous history. | Condition on admission. | Treatment. — Result. 
A Fr. 13 ~ Chorea.— i Subacute rheumatism. Some | Sg. B, 0-05 g. iid 141g. Very much improved. Pain 
swelling of left foot and ankle. | A, 0°10 g. and swelling of joints dis- 
i | Later, pain and swe of both A, 0°25 g. appeared. 
| Sness Gane both —. 4 No A, 3s g. 
} | pyrexia. ray showed no A, 0°25 g. 
| } Tisease of bone. W.R. negative. B, oo £. 
} Child did not do well until | Every third day. 
solganol used. 
B | M. 10 Onset of acute | On admission in June,1932.con-| Sg. B, 0-05 ¢. \0-27 g. No material chi in condi- 
rheumatism in dition very poor: active rheu- | 0-05 g. tion. Child it worse 
June, 1932. matism with cardiac involve- 0-07 ¢. | and onset of de nite heart 
ment (pericarditis). D next | 0-10 g. | failure in March, 1933. Died 
two months did not do well, and | Every sixth day. | April, 1933. No P.M. 


Nov., 


Long rheumatic | General condition poor. Heart Sg. B, 0-05 g. 0-52g. Did pet do well, Towards end 
his since — with systolic and pre- 0-05 g. of 1932, slight enlarge- 
age 0 systolic mitral murmurs. For a 0-07 g. | I - ‘ot liver and slight 
time did well, but 6 months 0-10 g. | cedema, which later became 
after admission had a febrile 0-25 g. more marked. Heart much 
attack, followed by evidence of | Every fourth day. | enlarged. Improved later, but 
heart failure. Aurotherapy outlook poor, t 
| rae 3 months later (in Nov., | 
D | M.. 12) Chorea in 1929 | Mild chorea on admission | Sg. B, 0-05 g. |1-05¢.' Early in 1933 srepete murmur ' 
| and in 1932, fol- 1932. A distinct rather a } 0-05 g. became much less a ; 
| lowed by rheu- lic — ed at apex, with 0-10 g. and on discharge in ril, i 
matic pains. | ht ent of heart 0-25 g. | 1933, it was a bigwing. 
‘Aurothera rapy in i. 1932. 0-25 g. | systolic murmur. Ch ic 
0-35 g@. | movement quite ceased. 


Condition very poor on admission 


when 7. in Aug., 1932. Heart enlarged 
quent attacks of | with double mitral and aortic 
rheuma' and | murmurs. Liver slightly en- 
chorea since. osed at 


| 
| 
| 
| 0-10 g. 
‘ times. | Every fourth day. 
| Cardiac condition tended | 
} 


to | 
| | become worse, and aurotherapy | 
oe in Nov., 1932. (Nov. | 
20th.) 
F | M. 13 Acute rheumatism!) On admission in Oct., 1932, free ce. : 
when 9. Pre- from signs of active rheumatism 21.x1.32 .. 0-05g. |1-05g. Patient did not 9 well, 
viously in hos- Systolic and diastolic murmurs | 24.x1.32 .. 0-05 g. lost some weight, and cardiac 
| pital in 1930 and | resent. Aurotherapy began on 28.xi.32 .. 0-10¢. | condition progressed De- 
} 1931 with sub- ov. 24th, 1932. -R. nega- | 1.xii.32 .. 0-25¢. velo mild jaundice on 
acute rheuma- tive. |} §.xf1.32 .. 0-25@. | 19.xii.32, which lasted 19 
tism. | 12.xi1.32 .. 035g. | days. 
G | F. 15 Onset of rheuma- | Joints chiefly affected were knees, | Sg. B, 0-05 g. |14¢g. Slight ee 
toid arthritis at elbows, and wrists. Joints were | A, 0°10 g. aurotherapy patien 
age of 8. painful for a time after admis- | A, 0-25 g. | free from joint Dg ayn 
| sion. A, 0-25 g. range of movemen 
A, 0°25 g. No marked change in X ray 
| | B, 0-50 g. of bones. 
} | | Every third day. 
| 




















| Every fourth day. 
Sg. B, 0-05 g. 
0-05 ¢g. 
0-07 g. 








lo 27g. Did not do well. At end of 
| Dec. ced 


ema developed, and 


ailure became more marked. 
Died in Jan., 1933. No P.M. 







improved, and equally good results were obtained in 
the cases treated with solganol A. The case treated 
with solganol B, a girl aged 15 (Table, Case G), did 
not show quite so much improvement, but the pain 
was relieved, and the range of movement increased. 
The case in which krysolgan was used was an advanced 
one, in a girl of 22, who also had a marked anemia, 
with a red cell count of 3,000,000 and a hemoglobin 
of 28 per cent. She received krysolgan weekly, until 
a dose of 0-25 g. was reached, and had two blood 
transfusions, together with pil. ferri. grs. 30 t.d.s. and 
intramuscular Hepatex. She derived considerable 
benefit, the hamoglobin rose to 62 per cent., and she 
was able to walk, whereas on admission the joints of 
the lower limbs were so painful and swollen that the 
legs were useless. 

Case 1. (Dr. M. H. Fridjohn.)—Mrs. X., aged 56, had 
an extensive polyarthritis, and was almost crippled. It 
was impossible for her to move about without excruciating 
pain, which was such that at times she sat for days and 
nights in the same armchair. As every other therapeutic 
method had failed to alleviate the condition, treatment 
was begun on Sept. 27th with solganol B oleosum, when 
she received 0-01 g. intramuscularly. Three days later 
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0- 05 g. was given, followed i in soatios tam pm by 0-1 g. 
The dosage was then increased by 0-1 g. each time, at 
intervals of three days, so that at the end of fifteen days 
she had a dose of 0'4g. After this last injection a reaction 
developed, consisting of pyrexia to 102°F., and very 
severe joint pain. This reaction was so severe that it 
necessitated the administration of morphia gr. } to ease 
the pain. Within twenty-four hours, however, the tem- 
perature returned to normal, and the joint pains subsided. 
Owing to the severity of this reaction the next dose of 
solganol was reduced to 0-3 g., followed by 0-4 g. a week 
later. No further reactions occurred, and the dosage was 
gradually increased by 0°1 g. at a time, so that by Nov. 14th 
the dosage had been worked up to 0-9 g. By then a 
dramatic improvement had taken place, and she had no 
pain whatever in the affected joints. She is now able to 
walk about fairly well, and is beginning to do her 
housework. 


Case 2.—Mrs. Y., aged 48. A case of rheumatoid 
arthritis of both hands, with the typical deformity. At 
intervals she had acute exacerbations and was forced to 
take large doses of aspirin to relieve the pain. She was 
also experiencing menopausal symptoms which did not 
tend to improve her general condition. After eliminating 
any possible source of infection she was treated with 
iodine for a short period, but she had an idiosyncrasy to 
this, and treatment with this had to be abandoned. Early 
in September treatment was begun with solganol B 
oleosum, and by the end of the month she had received 
2-8 g. in all. She was certainly much better then, and 
was practically free from pain. Lately she has been seen 
again ; she had full power in her hands, and was able to 
grip without experiencing pain. 

Case 3.—Mrs. Z. had at the age of 63 severe arthritis 
of both hands and feet, and as in the preceding case 
possible septic foci were eliminated. Solganol B 
oleosum was begun and worked up to a dose of 0-5 g., 
when she had a marked focal reaction with severe joint 
pains and pyrexia. In view of the severity of the reaction 
she ref to undergo any further treatment ; she received 
the injections from the first with disfavour. She admits, 
however, that she has more power in the affected limbs 
than formerly, and less pain. 


Seventeen other cases were simultaneously treated 
by other methods, such as by salicylates by mouth 
and intravenously, iodine by mouth, intravenously 
and intramuscularly, Collosol sulphur, Fibrolysin, 
Arthrytin, and T.A.B. vaccine intravenously. All 
these cases were more or less of the same degree as 
those treated by aurotherapy, and there is no doubt 
that those cases treated with gold did much better 
than them. 

It being accepted that rheumatoid arthritis is an 
infective condition, it seems reasonable to search for 
an obvious focus of infection, but in our experience 
many of the patients do not show such a focus; if 
the teeth had not already been extracted their condi- 
tion and that of the gums was fairly good. The same 
applies to the tonsils. We have therefore resorted to 
surgical aid only where there was obvious gross sepsis, 
and in the cases reported no treatment was applied 
to any of the usual sites of focal sepsis. One case, in 
fact, had a severe pyorrheea, but she refused to have 
this attended to. Nevertheless she received much 
benefit from intravenous solganol, and considerable 

ing and pain of the joints, which was present, 
subsided. We have on the other hand, in those cases 
which presented much toxemia, used accessory 
treatment in the form of colon wash-outs and diet. 


1. Colon wash-outs of normal saline are given every 
alternate morning during the first week of treatment, and 
then twice weekly. Salts are given on other mornings 
necessary. 

2. Diet—During the first week a fast is imposed. 
When the general condition is poor this period is reduced 
to three or even two days. During this time the patient 
must be confined to bed, and nothing but the juice of 
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"eight oranges » nel eight semen i in water, with a little 
honey to sweeten, together with weak tea ad. lib., is given 
daily. After a week, or less, according to the patient’s 
condition, the diet is gradually built up by the addition 
of fresh fruit, green vegetables, white fish at midday, water 
biscuits with a little butter, and jellies. At the end of 
the second week the patient returns to an ordinary light 
diet, but red meat is excluded, and no excessive amount 
of gens pp is allowed. The urine must be tested 
daily, and if at any stage acetonuria is present, sodium 
bicarbonate is added to all drinks, and a half a pint of 
milk added to the diet per-day, together with an increased 
amount of honey. The patients tolerate this diet well, 
and there is often a conspicuous improvement in the 
general condition at the end of a fortnight. 


CONCLUSIONS 

(1) In acute and subacute rheumatism in children 
aurotherapy is of no great value, except possibly in a 
type of case of subacute rheumatism described. Its 
use is contra-indicated when severe carditis is present. 
(2) In rheumatoid arthritis the results of gold therapy 
are superior to those of other methods, and in our 
opinion it is a distinct advance in the treatment 
of this condition. ‘ 


We wish to express our thanks to Sir Frederick 
Menzies, Dr. Gordon Pugh, and Sir Thomas Carey 
Evans for permission to refer to cases treated in the 
hospitals under the jurisdiction of the London County 
Council. 
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THE PRODUCTION OF 
SERUM INHIBITORY TO THE 
THYROTROPIC HORMONE 


By J. B. Corum, Ph.D., D.Se., M.D., F.R.S. 
PROFESSOR OF BIOCHEMISTRY AT MC GILL UNIVERSITY, 
MONTREAL; AND 
— M. ANDERSON, M.D. 


(From the Department of Biochemistry, McGill 
University) 


WE have reported previously '* the production of 
hyperplasia of the thyroid gland with an increase in 
metabolic rate in the normal white rat, the hypo- 
physectomised rat, and the guinea-pig, using purified 
extracts of the anterior pituitary containing the 
thyrotropic hormone. This stimulating effect of the 
hormone does not persist, however, for in spite of 
continued injections of the extract the metabolic rate 
returns to the normal level in two or three weeks. If 
the injections are continued over a long period of 
time, the metabolic rate of the normal rat may go 
as low as the level of the hypophysectomised animal. 
In Table I. we show a group of 11 rats which received 
the thyrotropic hormone for 46 days. By the 
thirty-seventh day of injection the average metabolic 
rate was 29 per cent. below the normal. This closely 
approximates the figure which we have found to be 
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TABLE I 
PROLONGED TREATMENT OF NORMAL RATS WITH LARGE DOSES OF THYROTROPIC HORMONE 


Metabolic rate (per cent. change in metabolism). 


No. of Age at onset . Daily dose 
animals. (days). Extract. (c.cm.). 


7 11 | 14) 19 21 | 22 5 2 36 «37 | 461 


+A7| .. | +14 .. | 4 2 








+ +14 .. |- li- -12,— 8 —23|—14 
17| .. | «+ | oe |~87| .. | — 39) —23 


Total 11 : |+134+16+ 3+ 3+ 2—- 8— 8-13 — 8 —18\— 8 -29\-18 








Prolonged injections of thyrotropic hormone cause an ated lowies of the metabolic rate to the level of the 
hypophysectomised animal. (Average of 118 hypophysectomised rats : 26 per cent.) 





TABLE II 


INHIBITING EFFECT OF SERUM OF THYROTROPIC-RESISTANT ANIMALS UPON THE 
THYROTROPIC HORMONE 


Thyrotropic Per cent. change in metabolism. 
hormone. ' as 
Total 
Hypophysectomised ‘ amount Dave— 
animals Daily rum ¥ 
Extract.) dose {©-©™-). ; 7 
(c.cm.) 





is 
+14 +14, +19 + 
+ 1411415 


oS -17 


Hoe 


— 
eT oe 


£. imental: Serum 
rom thyrotropic- 
resistant rats 


+1 I 
+. +F 
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5 0 2)+ 7+ + "3 + “18 
} 6 +13 +12 +17 t 96442 P 
Experimental: Saline 
extract of liver and | 10 
spleen of thy “pe { ll 
resistant rats 


wets 
ro 
wes 


{ 
Control: Serum me | 
normalrats .. . 


+36 +40 +42) +30 


2S wCwwenw 


Control: N 
“4 serum 


Control : (No serum.) ’ : 4 4 +9 } + 
» (Ave of? ca.) . None. +31 +45 +33|+ +30 +29 27, « Ose fice Dosa wi an 66 


+31 +57 


This shows the inhibiting influence of serum fem shgseteepio: resistant rats upon thy rotropic | hormone when tested 
on the hypophysectomised rat. 0-01 c.cm. of the thyrotropic extract twice a day raises the metabolic rate of an 


hypophysectomised animal 20 per cent. by the third day. The total amount of serum was given during the first three 
days of the experiment. 


TABLE Ill 
EFFECT OF SERUM OF THYROTROPIC-RESISTANT RATS ON NORMAL ANIMALS 


Thyrotropic Per cent. change in metabolism. 
hormone. Total 


amount 
of serum 
Daily dose (c.cm.). 


Extract. (c.cm.). 


2 








Experimental: Adult rats receiving serum .-{j ae > a -%4 Me “ : -" == 3 -% 


‘ontrol : 
Adult rats without serum. (Average of 15.) = TG 1-0 0 - - -. | +25 +18 
Control rats not injected. (Average of 4.) - on 





+27. ..\+ 8 
+8—- 2 .. + 6 .. i411 


Experimental : Prepuberal guinea-pigs receiving\1 TG ~ 20 | @ |+29)+13—18|—96\-39) . 
serum TG 1-0 4 + 9413 — 4410413 — 1+i9+i6 +'5 
Control : 
=o guinea-pigs without serum. ain | 
o -) ee ee e® ee 





vie api TG 2-0 -_ -- | +13 +21/+29 +21 +28 +41 .. +27 
Control guinea-pigs not injected. (Average of 3.) 


+ 7.0 | ow | Gn [HER 


It will be seen that the serum from thyrotropic-resistant rats inhibits the action of the thyrotropic hormone in 
normal rats and guinea-pigs. The total amount of serum was given during the first three days of the experiment, 
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the metabolic rate of the hypophysectomised animal. 
In a group of 118 hypophysectomised rats the average 
rate was minus 26 per cent. 

We have been interested in studying the nature of 
this sopenet resistance to the thyrotropic hormone 
which develops in animals treated over a long period 
of time. We have found that increasing the amount 
of thyrotropic hormone up to eight times the usual 
dose fails to cause any rise in the metabolic rate. 
Transplanting thyroid tissue from normal rats, both 
young and adult animals, into the thyrotropic- 
resistant rat has not caused any change in the 
metabolic rate. 

We next studied the effect of blood-serum from 
these resistant rats upon the activity of the thyrotropic 
hormone. Serum was obtained from rats which had 
been injected with the thyrotropic hormone from six 
to eight weeks. Hypophysectomised rats were used 
as test animals, since they are sensitive to the thyro- 
tropic hormone in amounts as low as 0-01 ¢.cm. a 
day. The serum was given in doses of 1 c.cm. twice 
a day during the first three days. The thyrotropic 
hormone was given daily throughout the experiment. 
Table II. shows the inhibitory effects of the serum 
upon changes in metabolic rate of nine hypophysec- 
tomised rats which received amounts of thyrotropic 
hormone up to 200 times the minimum effective dose. 
Saline extracts of liver and spleen from the thyro- 
tropic-resistant rats also prevented a rise in meta- 
bolism with the thyrotropic hormone. Normal rat 
serum and horse serum had no inhibiting effect upon 
the hormone. We have tested the inhibitory effect 
of this serum in a small group of normal animals. 
Both the rat and the guinea-pig failed to give the 
usual response to the thyrotropic hormone when 
treated with the inhibitory seram; in fact the 
metabolic rate tended to fall below normal (see 
Table III.). 

What the nature of this inhibitory effect is we 
cannot say at the present time. The thyroid glands 
of these animals show the characteristic hyperplasia 
which is seen in animals treated with the thyrotropic 
hormone alone; moreover, rats whose blood contains 
the inhibitory substance still respond with a sharp 
rise in metabolic rate when fed a quarter of a grain 
of desiccated thyroid. We plan to investigate this 
further, however, with graded doses of thyroid 
substance. 

With the finding of a substance which seems to be 
inhibitory to the metabolic response of the thyrotropic 
hormone, a new method of treatment of hyper- 
thyroidism may, possibly, become available. Further 
investigations along these lines are being made. 

There is evidence also that inhibitory substances 
can be obtained for some of the other hormones of 
the anterior pituitary. A group of our collaborators 
are investigating this problem at present, and they 
have obtained suggestive evidence of inhibitory effects 
analogous to the one we have reported here. 
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Hontinc In Hospirat Grounps.—The public 
health committee of the Edinburgh corporation has 


forbidden the from Redford Barracks to enter 
the grounds of City Hospital at Colinton. Dr. 
— Guy, the medical officer of health, stated that on 
two recent occasions the grounds had been invaded by 
the hounds and the members of the hunt, causing con- 
siderable disturbance and upset to the patients. 


ACUTE EXTRARENAL AZOTAMIA 
By M. Racumitewitz, M.D. Berlin 


PHYSICIAN TO THE MEDICAL DEPARTMENT OF THE 
ROTHSCHILD HOSPITAL, HADASSAH, JERUSALEM 


In recent years cases have been reported which 
show clinical and chemical signs of uremia after 
abundant loss of fluids and salts. In 1923 Brown, 
Eusterman, Hartman, and Rowntree! from the 
Mayo Clinic reported cases of pyloric obstruction 
with greatly increased non-protein nitrogen of the 
blood after persistent vomiting. The autopsy in 
six cases showed degenerative changes of the kidney 
parenchyma. They therefore concluded that the 

ing-down of tissue proteins and kidney damage 
was responsible for the reported findings. In 1928 
French authors—Blum* and Rathery* and their 
collaborators—stressed the importance of diminution 
in chlorides in similar cases. According to them the 
decrease of blood chlorides is responsible for the 
acute rise of non-protein nitrogen; Blum named the 
condition “urémie par manque de sel.” These 
clinical observations are substantiated in the experi- 
mental work of Haden and Orr,‘ who found a fall in 
chlorides of the plasma and a rise in the non-protein- 
and urea-nitrogen, likewise in the carbon dioxide 
combining power of the plasma in animals after high 
intestinal obstruction. Introduction of sodium chloride 
had a marked effect in preventing and controlling 
the toxemia of pyloric and intestinal obstruction. 
Considering the fact that the fall in chlorides was 
also observed in animals which did not vomit, they 
assumed that the fall in chlorides is not due to the 
loss of chlorides in the gastric juice and that the 
chlorine ion is probably bound somewhere in the 
process of protein destruction and has a detoxicating 
effect. 

In the German literature we find in the last year 
or so alone a number of papers dealing with hypo- 
chloremic uremia (Borst,’ Jung,* P. Meyer,’ Porges,*® 
Morawitz,® Frank '*). The underlying cause leading 
to this condition differed in the cases reported, the 
common factors being rapid loss of fluids and salts 
after abundant vomiting or diarrh@a followed by 
dehydration and uremia. The uremia consequently 
was the result of an extrarenal disease. The outcome 
of these cases depended not only upon the underlying 
disease, but mainly upon the degree of uremia and 
the treatment offered. In spite of the severe uremia, 
some cases were cured after administration of large 
amounts of sodium chloride. 


CASE RECORDS 


The following is a record of cases observed during 
the last year in Palestine. 


Case 1.—A woman, aged 65, was admitted to the hospital 
on Sept 4th, 1931. The previous history showed nothing 
of significance. Present complaints are: headache, heart 

pitation, anorexia, and insomnia ; occasionally swollen 
4 Physical examination : apart from @ slightly enlarged 
heart, no abnormalities. Blood pressure 145/90. Urine 
and blood examinations gave normal results. The dilution 
and concentration power of the kidneys was normal. 
Blood-urea in repeated examination was practically the 
same: 35-6 mg. cent.; uric acid, 3 mg. per cont. ; 
indican and xanthoprotein ‘negative. Fundus: marked 
arterio-sclerotic changes. Radiological examination 
showed no calculi in the kidneys. Both kidneys of normal 
calibre. Normal excretion of uroselectan. Pelves and 
calices not dilated. After tetraiodophenolphthalein per os 
a number of small stones in the were visible. 

On Sept. 18th the patient had « sudden attack of pain 
in the right hypochondrium accompanied by vomiting 
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and diarrhea which lasted for fone days. During this 
time marked change in the general condition was noticed. 
On Sept. 20th the blood-urea was 93-1 mg. per ie 
uric acid 6 mg. per 100 c.cm. Indican and xantho 

were slightly positive. On Sept. 25th the pain su ‘ded. 
the patient felt better, and vomiting and diarrhoea sto ‘ 
Urine excreted: 500-900 c.cm. in 24 hours. ican, 
negative. Xanthoprotein, traces. Improvement con- 
tinued. Blood-urea on Sept. 28th was 32-2 mg. per cent. 


Here we are dealing with a case of general arterio- 
sclerosis which did not show any signs of kidney 
insufficiency. The dilution and concentration of the 
kidneys were within the normal limits. There was 
also no retention of nitrogen in the blood. The 
volume of urine excreted amounted to 300-500 c.cm. 
in 24 hours. If we consider the loss of fluids by 
perspiration during the summer months in this 
country, these values are not low. The sudden 
onset of an attack of cholelithiasis with profuse 
diarrhea and vomiting caused a rapid change in the 
general condition with signs of severe intoxication. 
The blood analysis revealed a rise of the urea three 
times, and of uric acid twice the normal. Unfor- 
tunately blood chlorides were not estimated in this 
case. The assumption that we were dealing not with 
an acute insufficiency of the kidneys but with an 
acute azotemia due to loss of water and salt was 
confirmed later. After the pain, vomiting, and diar- 
rhea had subsided the blood-urea became normal 
again. 

Case 2.—A 47-year-old man who gives a history of 
duodenal ulcer of eight years’ duration. Two years ago 
he received a course of treatment in this hospital after 
which he felt better for a year and a half. Only occasionally 
he complained of pain in the gastric region, heartburn, 
and nausea. During the last six months he suffered con- 
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29 3 2 
AUG SEPT 
Increase of body-weight during the patient’s illness (Case 2). 


stantly from pain and occasionally from vomiting, which 
became persistent in the last weeks previous to his admis- 
sion to the hospital. During the last iod the general 
condition became gradually worse, and th he patient lost 
20 kg. in weight. 

On July 28th he was admitted to the hospital. On 
physical examination a reduced state of nutrition was 
found, the skin dry and shrunken, the eyes deep, the 
tongue white and moist. Normal i in the heart 
and lungs. The abdomen was distended, the epigastric 
region was pain The reflexes were normal. Chvostek 
and Trousseau tests negative. Urine examination showed 
@ specific gravity of 1018; reaction alkaline; albumin, 
sugar, acetone, and bile-pigment tests negative. Blood 
count: hemoglobin, 95 per cent.; red cells, 5,750,000 ; 
white cells, 12, 200; segmented, 81 per cent. ; staff cells, 
2 per cent. lymphocytes, 16 per cent.; monocytes, 
1 per cent. "Radiological ae" stomach hypotonic, 
the lower margin being below the crista iliaca; hyper- 
secretion. The peristalsis slow, no e of the barium 
after three and a half hours; 24 hours later stomach and 
small intestine empty, and the colon filled up to the rectum. 

On August 8th the patient was still in the somnolent 
state he had been in since his admission, and we suspected 
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“~ obstruction with vomiting. This was confirmed 
the chemical analysis of the blood, which showed : 
urea, 200 mg. per 100 c.cm.; uric acid, 14 mg. ; chlorides, 
600 mg.; indican and xanthoprotein tests negative. On 
— 5th the administration of large amounts of glucose 
saline subcutaneously and per rectum had a marked 
effect on the patient’s condition; vomiting ceased and 
he was able to take fluids by mouth. The diuresis increased 
up to 2} litres in 24 hours. Blood analysis: non-protein 
nitrogen, 113 mg. per 100 c.cm.; glucose, 154 mg.; calcium, 
11-3 mg. ; and CO,-combining power of the plasma 74 vol. 
per cont. On August 7th there had been continued 
improvement; normal skin turgor. Liquid food was 


“taken freely. Blood-urea: 49-2 mg. per 100 c.cm.; uric 


acid, 5-2 mg.; sodium chloride in serum, 640 mg. On 
August 16th the blood-urea was 38- -3 mg.; uric acid, 2-8 mg. ; 
glucose, 75 mg. Control examination by a 
the stomach not dilated, the curvature and 
normal ; fast emptying ; deformation of the d nal bulb 
with signs of a niche ; stomach empty after three hours. 
The change in body-weight during the illness was 
quite remarkable. The patient lost about 20 kg. in 
several weeks before admission to the hospital. 
After the improvement in his condition and the dis- 
appearance of azotemia he gained 10 kg. within 
15 days, as the Figure demonstrates. The excretion - 
of chlorides and nitrogen bodies in the urine is shown 
in Table I. 


TaBLeE I.—Ezcretion of Chlorides and Nitrogen Bodies 


Amount of Uric 
Date. urine in NaCcl. Urea. Ng. 
24 hours. acid. 
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We are dealing with a case with symptoms of 
pyloric stenosis, which led to persistent vomiting and 
a loss of 20 kg. in body-weight within a short time. 
The severe toxic condition was explained by the 
chemical changes in the blood, which resembled 
those of uremia. Administration of fluids and 
saline in large amounts was very effective in stopping 
the vomiting and decreasing the urea-nitrogen in 
the blood, which became normal in a few days. 
During and subsequent to the uremia no signs of 
kidney involvement were found. The urine, blood 
pressure, and fundus, and also the concentration of 
nitrogen bodies in the urine were normal except for 
the chlorides, which were very low—a constant 
finding in this condition and the result of demin- 
eralisation of the tissues. The serum chlorides were 
normal or slightly diminished, if we consider the 
anhydremia. The blood count, calcium, and glucose 
content of the plasma demonstrate dehydration. 
Other findings in the case will be discussed later. 

Case 3.—Male labourer, aged 38, with the following 
history : Scarlet and typhoid fever in childhood, dysentery 
during the war. During recent years he occasionally 
suffered from constipation and indigestion. Until the 
present illness he felt well and attended to his work. Four 
days before admission, after a heavy meal which contained 
hot fresh bread, he suddenly began to vomit. The vomiting 
was accompanied by severe pain in the abdomen and 
profuse diarrhea. On Oct. 23rd he was sent to the hospital 
with the diagnosis of acute gastro-enteritis. 

On admission he was restless, complained of nausea and 
abdominal pain, and presented the picture of a severe 
toxemia. The state of nutrition was poor, the skin dry, 
shrunken, and ash-grey in colour (teint terreux), the 
extremities cold and blue, the eyes deep, the tongue dry 
and white. The pulse was rapid and hardly palpable ; 
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the heart sounds dull; blood pressure 95/75; rales over 
the base of both lungs. The abdominal wall was retracted, 
and there was tenderness in the epigastric and ileocecal 
tegion. The patella and Achilles reflexes were hardly 
obtainable. Babinski, Chvostek, and Trousseau tests were 
negative. Urine: acid, traces of albumin ; in the sediment 
a few red and white cells; granular and hyaline casts. 
No urine was in the first 24 hours. During this time 
he continued to vomit and had diarrhea. Immediately 
after admission concentrated solution of glucose was 
administered intravenously and subcutaneously. 

On Oct. 24th he was restless and somnolent in turns. 
The toxic condition was not changed, but the vomiting 
became less frequent, as also did the diarrhwa. Small 
and rapid pulse, dull heart sounds. The urine output’ 
increased up to 200 c.cm. in 24 hours. Blood count: 
~ oe, 80 per cent.; red blood-cells, 6,030,000 ; 
white -cells, 16,500. Differential count : segmented, 
85 per cent.; lymphocytes, 10 per cent.; monocytes, 
5 per cent. The chemical analysis of the blood revealed 
remarkable findings: urea, 337 mg. per 100 c.cm.; uric 
acid, 4-5 mg.; xanthoprotein, traces; indican, negative. 
Sodium chloride in serum 540 mg. per 100 c.cm.; glucose, 
180 mg. Administration of saline and glucose solution 
was continued. 

On Oct. 25th slight improvement could be noticed. 
Less vomiting and diarrhea, better quality of the pulse ; 
patient complained mainly of nausea and heartburn, 
and was able to take fluids by mouth. Diuresis increased 
up to 1875 c.cm. in the last 24 hours. Feces examination 
showed no ameeba; culture negative. Fundus: striking 
pallor of the papilla, the veins slightly engorged, no change 
in the arteries. On Oct. 27th continued improvement. 
Good diuresis (2 litres in 24 hours). Blood-urea still 
328 mg. per 100 c.cm. Blood pressure 120/80. On 
Oct. 30th the gastro-enteric symptoms disappeared. 
Patient felt much better. Semi-fluid food rich in chlorides 
was taken without difficulty; normal urine and good 
diuresis. Blood-urea: 19 mg. per 100 c.cm.; uric acid, 
0-5 mg; indican and xanthoprotein, negative. Glucose, 
110 mg. per 100 c.cm. ; sodium chloride (in serum), 640 mg» 
The secretion of chlorides and nitrogen bodies in the urine 
is given in Table IT. 


TaBLeE II.—Secretion of Chlorides and Nitrogen Bodies 





Urine output 
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The acute and intense gastro-intestinal mani- 
festations and an excessive vomiting and diarrhwa 
were responsible also in this case for the severe 


toxemia and the rapid changes in his condition. 
The rapid loss of fluids and dehydration demonstrated 
by increased concentration of glucose, leucocytes, and 
erythrocytes was the most striking clinical feature. 
The finding of 337 mg. urea per 100 c.cm. of blood 
with little or no kidney involvement showed that we 
were dealing with an acute azotemia of extrarenal 
origin. The uric acid was only slightly increased 
and the chlorides were rather low (540 mg. per 100 
c.cm.), if we consider the decreased plasma volume 
per cent. or anhydremia. In this case the toxic 
symptoms were relieved by administration of sodium 
chloride and glucose. The urea returned to normal 
within a few days. 

Two more cases were observed with the same 
symptom-complex. Unfortunately, for technical 
reasons, the blood and urine analysis could not be 
followed up. These cases are mentioned briefly. 

Casz 4.—Female, aged 63, seen in consultation, who 
complained of severe headaches which lasted several days ; 


during that time the patient vomited excessively and had 
diarrhea. The urine examination was negative, except 
for traces of albumin. The non-protein nitrogen of the 
blood was 80 mg. per 100 c.cm. The assumption that 
the azotemia was due to vomiting of cerebral origin 
was confirmed by the su uent course. After parenteral 
administration of fluids the vomiting ceased and the 
patient recovered rapidly. 

Case 5.—Male, aged 68, became ill suddenly, the main 
symptoms being pain in the abdomen and excessive 
diarrhea with bloody stools containing mucus. Three 
days later he was admitted to the hospital. The clinical 
appearance of the patient was manifested by somnolence 
and semi-consciousness; the dry, dehydrated skin 
resembled that in the cases described above. The blood- 
urea was examined and found to be 125 mg. per 100 c.cm. 
The diarrhwa could not be controlled. The patient died 
on the following day. 

DISCUSSION 


The increase of urea nitrogen in the blood is generally 
considered a serious sign of kidney insufficiency and 
is the result of incomplete excretion. The occasional 
retention of urea in non-renal diseases, such as 
cholera asiatica and decompensated heart cases, was 
also considered as a sign of kidney damage. Blum 
therefore made an important contribution in pointing 
out the extrarenal origin of azotemia in these cases 
and the significance of reduction in chlorides as a 
cause. Whatever the cause of the acute azotemia 
in the cases reported may be, they all show distinct 
differences from the usual form of renal uremia. 
The sudden onset after excessive loss of fluids and 
salts and the lack of accompanying signs of kidney 
involvement, such as changes in the fundus, increased 
blood pressure, and anemia, distinguish these cases 
from the ordinary uremia. The blood pressure was 
rather low at the height of the disease and increased 
gradually with the improvement of the general 
condition and circulation. The secondary erythro- 
and leuco-cytosis which is caused by dehydration is 
also a differential point between the extrarenal 
azotemia and the ordinary uremia, which always 
shows a marked anzmia. 

The most important feature in the course was the 
therapy. After administration of chlorides and 
glucose the toxic symptoms disappear and the urea 
in the blood diminishes. In Case 3 a drop from 
337 mg. per cent. to 19 mg. per cent. within a few 
days was observed. The azotemia is transient and 
as soon as the underlying cause of the acute azotemia 
is removed relapses do not occur. The anatomical 
findings in the kidneys, in the cases deéscriked by 
Borst and Meyer, were such as we usually see in the 
parenchymatous organs after severe intoxication from 
any cause, and could not account for the severe 
changes in the blood. 

The question of diuresis deserves special attention. 
At the height of azotemia oliguria was observed, in 
one case (3) even anuria in the first 24 hours following 
admission. After administration of fluids the diuresis 
increased gradually and reached over five litres in this 
particular case. The oliguria can be explained only 
as the result of loss of fluids from the tissues and the 
blood, and is followed by an increased secretion of 
urine as soon as the tissues are saturated with fluids 
and salts. The amount of diuresis serves as an 
indication of the water demand of the tissues. Parallel! 
with the oliguria a low excretion of chlorides in the 
urine was observed in accordance with the reported 
findings in the literature, while the urea and uric 
acid output was normal or rather increased. 

It is striking that the chlorides in the blood in our 
two cases which were examined were not low. The 
French authors, especially Blum, found a marked 
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decrease in diatiee. pay as mentioned above, they 
therefore concluded that the resulting azotemia tends 
to compensate the reduced osmotic pressure of the 
blood. This explanation is doubtful because the 
urea hardly influences the osmotic pressure of 
the blood. Nevertheless, it cannot be denied that 
the demineralisation which occurs after excessive loss 
of fluids and salts plays an important réle in the 
pathogenesis of this condition, and this view is 
supported by the therapeutic effect of chloride 
administration, which promptly reduced the azotemia 
in the clinical cases just as in the experimental 
animals with high intestinal obstruction. The sig- 
nificance of the chloride content of the blood for the 
accumulation of non-protein nitrogen must be stressed 
also in cardiac and renal diseases, cases of which are 
kept for a long period on a salt-free diet. Cases have 
been observed in which the azotemia was reduced 
after administration of chlorides. 

Besides the réle of chlorides in the pathogenesis 
of the acute extrarenal azotemia, another factor 
must be considered. It is obvious that, besides the 
loss of fluids and salts, tissue proteins are broken 
down when the body-weight is reducing so rapidly 
(20 kg. in a few weeks in our Case 2). As a result 
there is an accumulation of nitrogen products in the 
blood. This is aggravated by the decrease of tissue 
fluids and of urine excretion, which serves as a means 
of transport for these substances. The oliguria 
itself could not account for the azotemia, and the 
accumulation of nitrogen bodies in the blood cannot 
be considered as the result of retention of these 
substances, because oliguria does not necessarily lead 
to azotemia. In cardiac insufficiency, which is a 
common cause of oliguria, we rarely find increased 
nitrogen values in the blood. 

In order to obtain an insight into the protein 
metabolism we examined the protein fractions of the 
blood in Case 2 during the state of uremia and after 
it (Table III.). 


TaBLe TIL. —Protein Fractions of the Blood 





Body- Non- Total Albu- Globu- | Fibrin- 
weight. protein N. protein. min. lin. ogen. 





mg. per . 
kg. 100 c.cm. g. per 100 c.cm. 


72°6 113 6°3 1°72 3°18 0°69 
78°0 38°3° 6°13 3°42 1°85 0°59 


* Urea. 


These figures show that while the non-protein 
nitrogen was as high as 113 mg. per 100 ¢.cm., a 
change of the albumin: globulin ratio took place. 
The albumin was much lower than normal while 
the globulin remained normal or even slightly increased, 
just as in cases of lipoid nephrosis the fine dispersed 
proteins are diminished. While in nephrosis the 
increased permeability of the kidneys for albumin 
is responsible (A. A. Epstein ''), in our case it may 
be the change in the protein metabolism, changes 
which lead also to accumulation of urea in the blood. 
After the urea became normal we found an increase 
in albumin content of the bleod and a decrease 
of globulin. The albumin : globulin ratio became 
practically normal again (1-81 : 1). 

After considering our cases, as well as those already 
described in the literature, we believe that the 
sequence of events is probably as follows: Owing 
to the sudden great loss of fluids and salts a profound 
disturbance in the mineral balance of the body takes 
place, with a consequent disturbance of the general 
metabolism. This manifests itself as an abnormal 


protein breakdown, with an accumulation of nitrogen 
substances in the blood and a state of intoxication. 
This in turn may aggravate the initial vomiting and 
diarrhea, thus creating a vicious circle which is 
broken by the administration of fluids and chlorides. 


SUMMARY 

Acute loss of fluids after vomiting and diarrhea 
may lead to rise in nitrogen bodies of the blood. 
Administration of chlorides and glucose has a marked 
thereapeutic effect in improving the clinical symptoms 
and lowering the azotemia. The mechanism of the 
condition is discussed. 
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COMPLETE CLOSURE OF THE URINARY 
BLADDER IN CYSTOTOMY CASES 


By Morton Wuitsy, M.R.C.S. Eng. 


CHIEF ASSISTANT IN THE GENITO-URINARY DEPARTMENT 
WEST LONDON HOSPITAL 


In an address to the urological section of the Royal 
Society of Medicine on June 23rd, 1932, Sir John 
Thomson-Walker said that ‘successful urinary 
bladder surgery would be greatly facilitated for the 
surgeon and the patient if the bladder could be 
completely closed with safety following cystotomy.”’ 
This is obviously true. If the bladder could be safely 
closed the shock caused by the actual operation would 
not be prolonged by the exposure of the bladder for 
weeks, and by the absence of bladder pressure ; the 
low blood pressure and retention of urea, as well as 
the danger of sepsis would be far less ; the recovery 
of the patient would he far more rapid. I propose, 
therefore, to describe a method and technique of 
operating, more especially for prostatectomy, whereby 
I believe that the bladder can be closed with safety 
at the operation, and these greatly improved results 
obtained with fair certainty. 

Pre-operative treatment.—In those cases where renal 
function tests are poor or there is any form of bladder 
infection, drainage by a two-way catheter* and 
continuous irrigation with 1-15,000 at 110° F. of 
silver nitrate solution, for a few days or longer is 
essential to the success of the operation. Cystitis will 
often clear in 48 hours. The reduction of the blood- 
urea will be further assisted by an intravenous 
injection of 40 c.cm. of a 25 per cent. solution of 
glucose in saline as made up by Parke, Davis and Co. 
If these things are done, the operation can always be 
done in one stage. 

Technique of operation.—It is of the utmost impor- 
tance that the external genitals, perineum, and 
thighs should be prepared in the same way as the site 
of incision, for the field of operation embraces all 
these parts. The two-way catheter, of a size to suit the 
urethra, is soaked in liquid paraffin, and inserted into 
the bladder per urethram. Continuous full irrigation 





* I use a two-way rubber catheter and thermo-fiask retaine 
made for me by W. Gimber and Son, 2, Queen’s-road, 
Peckham, 8.E. 15 
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is carried out for a few minutes with a solution of 
1-8000 silver nitrate at body temperature, until the 
bladder is quite clean. The bladder is allowed to fill 
with the same solution; and the outlet and inlet 
of the catheter are then clamped. The patient is 
placed into a slight Trendelenburg position to bring 
the bladder nearer the surface, and cystotomy is then 
performed. As soon as the bladder incision is made, 
the assistant drains the bladder through the outlet 
of the catheter, to prevent soaking the wound. If 
the operation is being performed for enlarged prostate, 
the latter is removed by the method of choice. With 
Thomson-Walker’s retractor and Clifford Morson’s 
electric attachment in position, the prostatic cavity 
is viewed. Hemorrhage is dealt with by ligature of 
all bleeding points and two ligatures passed through 
the bladder mucous membrane and the sphincter— 
passing out through the prostatic cavity, one on 
either side of the midline. The boomerang needle 
and suture holder are essential for this part of the 
operation. These ligatures stop the main arterial 
bleeding. The edges of the cavity are trimmed, and 
a@ continuous ligature passed round the edges. At 
this stage, if the anesthetist gives the patient pure 
oxygen for a few minutes, any obvious bleeding 
points requiring ligature will be seen, owing to the 
return of normal blood pressure. Ordinary venous 
oozing which remains can be coagulated by light 
diathermy for a few seconds at about 7 milliamperes, 
with a suitable electrode. Even an electric cautery 
may be used. After this, a swab soaked in pure 
glycerin can be pressed into the cavity for a few 
moments, which will check exudation. The bladder 
is completely closed and then irrigated, until the 
return fluid is clear, with hot silver nitrate solution 
of 1-5000 through the two-way catheter, which is 
arranged so that the two terminal eyelets lie in the 


bladder cavity and the other eyelet in the prostatic 


cavity. Some of the solution is left in the bladder 
and the catheter clamped until the patient returns 
to the ward, where continuous irrigation is instituted 
with a thermo-flask retainer.* Particular care 
should be taken in suturing the bladder wall and 
obliterating the prevesical space, so that no drainage 
is usually necessary. The catheter is held in position 
by a collodion dressing round the entire penis, and 
this dressing should not require to be removed until 
the catheter is ready for removal. The projecting 
portion of catheter should be cleaned with an 
—,s daily. 

Rationale._‘The bladder is made aseptic before and 
during operation. Hemorrhage is controlled by 
ligature, diathermy coagulation, hydroscopic treat- 
ment, and hot silver nitrate solution. Clotting and 
sepsis are prevented by the continuous flow of the 
antiseptic fluid. Possible ascending kidney infection 
is reduced to a minimum. Convalescence is shortened. 
A cure is more certain. 

After-treatment.—If the tissues down to the bladder 
are drained, the drainage-tube or wick should be 
removed in 48 hours in normal cases. Pain and 
sleeplessness should be relieved by means other than 
morphia, which only diminishes kidney secretion. I 
find acetanilide with caffeine citrate, grs. 3 and 2 
respectively, will relieve most pain and sleeplessness, 
or mist, aspirin co., or luminal gr. } repeated. 

The head of the bed should be raised upon blocks, 
as soon as the patient is returned to the ward, so as 
to assist gravity in bladder drainage. Injection of 
40 c.cm..of 25 per cent. solution of glucose in saline 
is given intravenously in all cases and repeated 
six hourly if necessary. Drainage should be inspected 
every half hour to see that it is effective and that 


the bladder is not filling t too > quickly. The rate of 
flow should be about 8 c.cm. per minute; this 
can be regulated with the special regulator on the 
apparatus. If pulse and temperature are taken hourly 
during the first 24 hours, complications and their 
causes will be quickly recognised. A rising pulse-rate 
will suggest severe secondary hemorrhage which 
requires immediate attention. Increasing the heat 
and rate of the irrigation will usually control it. 
Morphia may now be required in bad cases, and 
repeated in small doses until the pulse has slowed 
down. Sepsis should not occur unless there is some 
fault in the technique. It is ushered in with a rise of 
temperature. The catheter is the usual cause, and 
should be removed, Janet irrigation given to the 
urethra, and a fresh catheter inserted, of smaller size 
if bleeding has ceased. If the catheter is changed it 
should be changed every day or so until the wound has 
quite healed, and the irrigation fluid returns clear. 
It should be removed permanently on the tenth day, 
and only reinserted if the patient does not pass his 
urine satisfactorily. A medium-sized bougie should 
always be posse later to prevent post-operative 
stricture. 

Conclusion.—This paper describes an operative 
technique which permits the bladder to be safely 
closed after cystotomy cases, whether for prostatec- 
tomy or removal of small growth, provided that all 
hemorrhage has been satisfactorily controlled in the 
manner outlined, thereby greatly diminishing shock, 
danger, and the time of recovery. The number of 
cases in which the operation has been performed are 
only few, but I hope to show later that it is possible 
for patients to be out of bed and passing urine 
naturally from two to three weeks after operations 
on the bladder. 





CHRONIC CHOLECYSTITIS IN A BOY 
AGED TEN YEARS 


By Witrrip SHELDON, M.D., F.R.C.P. Lond. 
PHYSICIAN IN CHARGE OF THE CHILDREN’S DEPARTMENT, KING’S 
COLLEGE HOSPITAL, LONDON ; AND 
HarRotp Epwarps, M.S. Lond., F.R.C.S. Eng. 


JUNIOR SURGEON TO KING’S COLLEGE HOSPITAL, AND SURGEON 
TO OUT-PATIENTS, EVELINA HOSPITAL FOR CHILDREN 


Diseases of the gall-bladder in childhood are 
admittedly rare, as may be judged from the brief 
mention of the subject in the larger text-books of 
children’s diseases. The whole matter is dealt with 
in something less than a page in Abt’s ‘‘ Pediatrics,” 
while the smaller books scarcely mention the subject. 
The great majority of the recorded cases illustrate 
cholelithiasis ; this was so in 140 out of 226 instances 
of gall-bladder disease occurring before the age of 
15 years, collected by Potter,’ and of the remaining 
cases there were only 9 with subacute or chronic 
cholecystitis. Of these 9 cases, 1 showed subacute 
cholecystitis, 6 showed a condition of hydrops, one 
of these being associated with typhoid infection, | 
was described as a thick-walled gall-bladder, and 
in the remaining case, described by Still,? the gall- 
bladder was enlarged and palpable, and there was a 
history of recurrent attacks of biliary colic accom- 
panied by transient jaundice. Cholecystitis as a 
complication of typhoid fever in childhood is rare, 
but Rolleston and McNee?* give references to four 
children between the ages of 3 and 10 years who 
were affected in this way. 

In view of the rarity of cholecystitis in children, 
we feel justified in recording the following case. 
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HISTORY 

A boy, aged 10, was referred by Dr. A. 8. Hollins of 
Thames Ditton on account of two sharp attacks of 
abdominal colic. The child had been born in China, where 
he had lived for the first five years of his life. His mother 
had suffered from malaria during her pregnancy, and 
the boy had had measles, mumps, whooping-cough, and 
chicken-pox, but had never shown symptoms of malaria 
or typhoid fever. 

The present trouble began on August 16th, 1932, when 
the boy had a severe attack of abdominal pain lasting 
about an hour, and localised in the region of the umbilicus. 
He was not jaundiced, but at the time of the attack a 
mass had been felt in the right loin. The attack was 
repeated eight days later, and the boy was then admitted 
to hospital. By the time he reached hospital the pain had 
passed off, but there was some rigidity and tenderness of 
the upper part of the abdomen on the right side. The liver 
felt smooth and extended three fingers’ breadth below 
the costal margin, and there was an ill-defined swelling 
about as large as a tangerine orange just at its lower 
border. It was at first thought that this mass represented 
the right kidney, although the urine was normal. 

During the next fortnight the rigidity of the upper 
abdomen gradually lessened but did not entirely disappear, 
while the mass became less easy to define. The boy then 
had two severe attacks of pain on successive days, the pain 
being again localised in the region of the umbilicus, and 
on the following day the skin and conjunctive showed 
an icteric tinge. At this stage the van den Bergh test 
gave a prompt reaction, a quantitative estimation of the 
bilirubin reaching 3-75 units. A blood count showed the 
leucocytes to number 14,800 per c.mm., 84 per cent. being 
polymorphonuclear. A few days previously a barium 
enema had been given, but beyond the fact that there was 
a residue of barium in the appendix after 210 hours, the 
bowel appeared normal. 


LAPAROTOMY AND ITS SEQUELS 


It was decided to do a laparotomy, and this was carried 
out on Sept. 13th. Under gas-oxygen-ether anesthesia 
the abdomen was opened through an incision to the right 
of the midline, displacing the rectus outwards. The gall- 
bladder immediately presented in the wound, and was 
greatly enlarged, tense, and dark red in colour. There 
were no adhesions. The liver was somewhat enlarged 
and appeared to be congested. The cystic duct was short, 
and there was no dilatation of the common bile-duct, 
which, owing to the enormous size of the gall-bladder, 
was difficult to examine. After packing off the peritoneal 
cavity the gall-bladder was opened near the fundus, and 
a large quantity of dark bile escaped. There were no 
stones. The mucous membrane showed the typical 
ee peryree of chronic cholecystitis, and a portion of the 
wall of the gall-bladder was removed for section. A tube 
was stitched into the opening made into the gall-bladder, 
and the latter fixed to the peritoneum of the anterior 
abdominal wall and the wound closed. 

The portion of the gall-bladder wall removed was 5/16 in. 
thick. Microscopic examination showed a thickening of 
all coats, but in particular the submucosa, which was 
extensively infiltrated with round cells and plasma cells. 
No organisms were seen in the wall after staining by 
Gram’s method. A pure culture of Bacillus coli was 
grown from the bile obtained at operation. 

No cause for the condition of the gall-bladder could be 
found at operation, but remembering that the boy had 
lived abroad for some years the possibility of a previous 
infection with one of the organisms of the typhoid group 
had to be reckoned with. Accordingly a Widal reaction 
was done, but no reaction was obtained with B. typhosus, 
nor with paratyphosus A or B. The only organism 
seemingly connected with the gall-bladder was the B. coli 
grown from the bile. After the operation bile drained 
freely from the sinus, and after two months had elapsed 
it was decided to attempt to close the sinus, but after the 
scar had been excised a small pocket of pus was found 
beneath the skin and the operation had to be abandoned. 
The boy was left with a sinus from his gall-bladder which 
continued to discharge bile freely for the next four months. 
The wound then closed of itself, and the boy was discharged 
to a convalescent home. He remained away for three 


months, but during that time the wound intermittently 
broke down and discharged bile, and so he was readmitted 
to hospital in June, 1933. The boy was then in good health. 
There had been no jaundice, and the stools were normal 
in colour. 

An attempt to obtain a cholecystogram, giving the 
dye by mouth, failed, owing to non-absorption of the dye 
from the intestine. Some days later, and following a period 
of discomfort in the region of the scar, bile began to flow 
from a minute opening in the centre of the scar. With 
difficulty, using a h ic needle with the cutting 
edge removed, lipiodol was injected through the small 
opening and a radiogram obtained. This showed a narrow 
sinuous track some 2 in. long, leading into the cavity of 
the gall-bladder. 

CHOLECYSTECTOMY 

During the next two months the fistula healed and broke 
down alternately, and further operation was decided 
upon. On August llth, 11 months after the first operation, 
the old scar was excised together with the long fistulous 
track, and a cholecystectomy performed. As was to be 
expected, there were numerous dense adhesions near the 
fundus of the gall-bladder, but the neck was free, and a 
clear view of the bile-ducts was obtained. The gall-bladder 
showed less evidence of the inflammatory changes noted 
at the first operation, but it was still considerably 
thickened. The liver was still slightly enlarged, but 
otherwise appeared normal. The wound was closed in 
the usual way with drainage. Convalescence was rapid 
and uneventful, and the boy has remained in excellent 
health. 


Examination of the gall-bladder after its removal 
showed that the wall varied in thickness between 
1/8th and 3/l6ths inch. Microscopic section showed 
the same inflammatory changes as in the previous 
section, although the round-celled infiltration was 
less dense. On the whole, the appearances suggested 
that an improvement had resulted from the prolonged 
drainage, but the inflammation was still far from 
complete resolution. 

At the first operation cholecystostomy was pre- 
ferred to the radical operation on the grounds that 
one might expect the inflammatory process in so young 
a patient to resolve with the prolonged rest afforded 
by drainage. The findings at the second operation, 
performed 11 months later, showed this conception 
to be wrong, and in our opinion the case lends support 
to the view that cholecystectomy is the correct 
surgical procedure for the rare cases of chronic 
cholecystitis in children. 
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STRICTURE OF THE URETER 
By Wrure McKissock, M.S. Lond., F.R.C.S. Eng. 
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THE patient, an army sergeant aged 36, first noticed 
a swelling of the left testicle in 1930. He had no 
difficulty on micturition nor any pain nor frequency. 
The testicle was removed in Glasgow and proved to 
be tuberculous. 


He was perfectly well until about the middle of 1932 
when he came to St. George’s Hospital after symptoms 
lasting three months. He complained of swelling of the 
right testicle, occasional night sweats, and some slight loss 
of weight. Micturition was three- to four-hourly during 
the day and once at night and had at no period exceeded 
this. He had never had painful micturition or hematuria. 

On examination he ved to have no left testicle. The 
right testicle was mainly because of a hard 
swelling of the epididymis. In the centre of the epididymis 
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and attached to the scrotal skin was a small fluctuant 
area. The spermatic cord was thickened and also con- 
tained two small nodules. Rectal examination revealed a 
normal but a hard, craggy right vesicula semi- 
nalis. Bacteriological examination of the urine showed 
some oxalate crystals but no pus, blood, tubercle bacilli, or 
other organisms. 

Under general anzsthesia in October, 1932, an incision 
was made into the fluctuant area and soft caseous material 
was evacuated, the wound being subsequently closed 
without drainage. This incision healed normally. On the 
twelfth day after operation the patient developed signs of 
meningitis and examination of the cerebro-spinal fluid 
confirmed the diagnosis. He died twelve days later. 

Post-mortem examination.—The brain showed the thick 
gelatinous exudate at the base so commonly found in such 
cases and there were a few small tubercles scattered along 
the course of the vessels. The lungs contained miliary 
tubercles and there was some terminal broncho-pneumonia. 
There was nothing else of note except in the genito- 
urinary system. 

The left kidney was enlarged and showed several caseat- 
ing areas, not in communication with the pelvis. The left 
ureter was normal. The right kidney showed marked 
lobulation and was smaller than the left organ. On 
section it revealed a typical tuberculous pyonephrosis with 
extensive calcification at the iphery. The pelvis and 
ureter were dilated and the walls were thickened although 
there was no ulceration or tubercle-formation. The lumen 
contained fluid, yellowish, caseous material. At the lower 
end the right ureter was completely obstructed by the 
right vas deferens and was firmly adherent to it. Not 
even a fine probe could be passed along the ureter in this 
situation either from above or below. The right vas was 
thickened over its whole extent but the lower three inches 
were most seriously affected, the structure at this region 
being half an inch in diameter. The lumen of the vas was 





Pink Disease 

Infantile Acrodynia. By Cu. Rocaz, Honorary 
Physician, Children’s Hospital, Bordeaux. Trans- 
lated by Ian JEFFREYS Woop, M.D. London : 


Martin Hopkinson Ltd. 1933. Pp. 153. 7s. 6d. 


Tue French monograph, of which this book is a 
translation, was entitled L’Acrodynie infantile, but 
the translator has preferred the term Pink Disease, 
better known in this country. This is certainly the 
fullest account of this interesting condition which has 
yet been published in English. In an introductory 
historical review the first description of the disease is 
traced to a German physician, Selter, in 1903, but it 
was not until 1914 that it gained general recognition 
as the result of the publications of Dr. Harry Swift in 
Australia. The subsequent contributions to our know- 
ledge of the disease by authors in different countries 
are here described, and full credit is given to English 
writers. It may be noted in passing that the paper 
by Paterson and Greenfield was not published in 
America, as is here stated, but in the Quarterly 
Journal of Medicine. 

The symptomatology of the disease is dealt with 
in great detail, special stress being laid on the mental 

ts. The clinical characters are illustrated by 
photographs which, however, being all in black and 
white, unfortunately fail to show the feature from 
which the disease takes its name. As regards patho- 
genesis the author dismisses the food-deficiency theory, 
and, after considering all the evidence, decides in 
favour of the view that the disease results from an 
inflammation of the nervous system closely related 
to epidemic encephalitis. In the short chapter on 
treatment no enthusiasm is shown for any of the 
special methods hitherto suggested, and symptomatic 
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completely obstructed in the lower three inches and the 
walls contained many caseating foci. The vas could not 
be separated from the ureter as they were bound up in a 
solid mass. 

The right vesicula seminalis was thickened and contained 
caseous material and the epididymis showed a small cavity 
at the lower pole. The left vas and vesicula seminalis 
were normal in appearance. The bladder showed no 
evidence of infection. 

This case is of interest because two separate lesions 
of the right kidney occurred from the same primary 
cause. In view of the peripheral calcification of the 
kidney one must assume that this was the primary 
focus of tuberculosis in the genito-urinary tract. The 
next step was the infection of the genital system as 
shown by the involvement of both vasa deferentia, 
leading to epididymitis. Presumably the infection 
reached the epididymis by the peri-vasal lymphatics 
and subsequently, in the case of the right vas, retraced 
its course along the lumen, producing the great 
thickening seen post mortem. This lesion of the 
lower end of the vas then constricted the lower 
end of the ureter leading to the dilatation of 
ureter, pelvis, and kidney. This blockage of the 
ureter, combined with the fact that the new lesions in 
the left kidney did not obviously communicate with 
the pelvis, probably accounted for the fact that no 
organisms were found in the urine. It is also sur- 
prising that, in view of the otherwise extensive 
infection of the tract, the bladder was not infected. 


I have not been able to find any record of a similar 
case. I am indebted to Mr. C. H. 8. Frankau for 
permission to publish this record. 
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measures alone are favoured. A full bibliography is 
appended. Praise is due to the translator and also 
to the publishers for the general get-up of the book. 





A Short History of Ophthalmology 


By ARNOLD Sorspy, M.D., F.R.C.S., Hunterian 
Professor, Royal College of Surgeons; Assistant 
Surgeon, Royal Eye Hospital. With a foreword 
by R. Rutson James, F.R.C.S., Consulting Oph- 
thalmic Surgeon, St. George’s Hospital. London : 
John Bale, Sons and Danielsson, Ltd. 1933. 
Pp. 103. 38. 6d. 

So far as ophthalmology is concerned, the dark 
ages may be said to have lasted until right down to 
the middle of the nineteenth century, coming to an 
end rather suddenly with the invention of the 
ophthalmoscope. In this little book we must not 
expect to find any detailed account of the renaissance 
of ophthalmic science and art which followed the 
invention of Helmholtz and the clinical discoveries of 
von Graefe. We are given, however, an excellent 
short history of pre-ophthalmoscopic times, including 
the fantastic theories of vision passed down through 
the generations, and curious illustrations of the 
anatomy of the eye from ancient sources. It was not 
till the seventeenth century that the then novel idea 
was broached that cataract might be an affection of 
the lens, and not till the middle of the eighteenth 
that this fact was generally acknowledged to be true. 
Although the word “ glaucoma ” was used in ancient 
times its essential feature—hypertension—was not 
generally recognised until about 1840. The eighteenth 
century saw the first early operations for extraction 
of cataract, but it was long before improved technique 
led to the abandonment in European countries of 
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the traditional procedure of couching. Until the 
nineteenth century the treatment of squint was left 
to quacks ; and the indispensable aids to treatment, 
atropine, eserine, and cocaine, were none of them 
discovered until towards the middle of the century. 
An interesting chapter is devoted to the early history 
of spectacles. Almost down to the middle of the 
nineteenth century the fitting of glasses was the 
prerogative of untrained vendors, mostly itinerant. 
No rational work in correcting errors of refraction 
was done before the time of Donders. Until the 
nineteenth century the progress of ophthalmology 
in the British Islands was no more rapid than any- 
where else. Its rise dates from the founding of the 
eye hospitals, of which Moorfields was the pioneer. 
The first adequate text-books on the subject appeared 
one hundred years ago. From about 1850 develop- 
ment both here and in other countries was rapid. 
Mr. Sorsby has devoted a good deal of painstaking 
research to these antiquarian studies, and his little 
book is calculated to inspire the same interest in 
others. 





Organic and Bio-Chemistry , 


Fifth edition. By R. H. A. Puimmer, D.Sc., 
Professor of Chemistry in the University of London 
at St. Thomas’s Hospital Medical School. London : 
Longmans, Green and Co., Ltd. 1933. Pp. 624. 21s. 


ORIGINALLY appearing as a comparatively slender 
volume entitled Practical Physiological Chemistry, 
the title of this book was changed in the three 
following editions to Practical Organic and Bio- 
Chemistry. In the present edition the theoretical 
part of organic chemistry has been so much extended 
that the work as a whole may serve both as a text- 
book and as a practical manual; for this reason the 
title has once more been altered. Prof. Plimmer has 
spared no pains to bring the subject matter so up 
to date as to include even the structural formule 
recently assigned to cholesterol, ergosterol, and the 
cwstrus-producing hormones, thus showing the close 
chemical relationship of these substances. The 
chapter on pigments likewise is well supplied with 
formule to illustrate the connexion between hemin 
and chlorophyll as well as that subsisting between 
the carotenoids and vitamin A. Considerations of 
space have necessitated the omission of some valuable 
items contained in previous editions, such for 
example as the description of van Slyke’s apparatus 
for determination of amino-nitrogen. The book has 
the good points needed to ensure its continued 
popularity. 





Rheumatismus und Grenzgebiete 


By Dr. Anton Fiscner, Oberarzt am Rheuma- 
forschungsinstitut am Landesbad der Rhein, Mainz- 
Aachen. Berlin: Julius Springer. 1933. Pp. 223. 
RM.18. 

Dr. Fischer points out that an all-round approach 
to the problem of rheumatism is essential for the 
modern practitioner. Whereas the orthopedic surgeon 
thinks in terms of function, the internist in terms of 
etiology, the practitioner must have a knowledge of 
many methods and must think of the possibility of 
improving the patient’s condition by any means 
that seems most likely to do good, whether this 
involves a vaccine, conservative orthopedic surgery, 
or physiotherapeutics. This book is designed to 
guide him in his choice. It presents an inclusive 
survey of the subject for the most part arranged in 
conventional style. The first section deals with 
physical examination and examination by special 








methods. Dr. Fischer stresses the importance of 
obtaining a precise account from the patient of his 
condition, with the object especially of eliminating 
other diseases which may simulate rheumatism, for 
example, diseases of the central nervous system or 
neoplasms. That incorrect diagnosis is a real danger 
is well recognised by workers in rheumatism clinics, 
where it is by no means uncommon to have patients 
sent up labelled rheumatism who are in fact suffering 
from totally different disorders; this point is not as 
a rule given sufficient emphasis in text-books. The 
second section deals with the general pathology of 
joint disease, and then follows a comprehensive and 
detailed ‘survey of all forms of joint conditions. In 
the fourth part peri-articular diseases are discussed 
and the next three sections are allocated respectively 
to the spinal column, to disease of the musculature, 
and to neuralgia and neuritis. Differential diagnosis 
is discussed, then general therapy. The book 
ends with a useful section on social hygiene and 
occupational disease in relation to rheumatism. It is 
illustrated by some fine X ray photographs and 
several figures demonstrating particular methods of 
examination. It can be recommended as a serious 
and productive study of the rheumatic diseases as a 
whole. 





In and Out of My Consulting Room 

By Dr. ERNEST PARKER. Leicester: Edgar Backus. 

London: Simpkin Marshall, Ltd. 1933. Pp. 248. 

7s. 6d. 

Tus isa bright little book written from the strictly 
personal point of view. The author during an illness 
suffered from insomnia and held long conversations 
with his night nurse, the result of which was a sugges- 
tion from her that he should write down what he had 
been saying. In a modest preface he admits that the 
book which thus has ensued was mainly written to 
amuse himself; his hope that it may amuse others is 
justified. In various chapters he describes unusual 
episodes in private practice—the involuntary backing 
of a winner, the result of surgical interference in the 
case of a Christian Scientist, the cure of a neurosis of 
singular foundation, a remarkable infection of a patient 
with syphilis—and the list of odd experiences could be 
much extended. The incidents all illustrate the 
variety of duties, responsibilities, and opportunities 
for doing good which occur in the course of the 
general practitioner's life, and Dr. Parker was well 
advised to publish an account of them. 





Behind the Doctor 


By LoGan CLENDENING. London: William 
Heinemann (Medical Books) Ltd. 1933. Pp. 458. 
21s. 

THE vague title of the book gives a fair notion of 
its rambling contents. The author, in his fancy, 
sees the doctor of to-day, as he advises students, 
as he treats patients, as he operates, and as he 
researches, supported by a throng of ghosts, whose 
individual presences are appropriate to the work upon 
which he is engaged. Auscultation suggests Laennec, 
percussion Auenbrugger, renal disease Bright, anzs- 
thetics Horace Wells, and cardiology William Harvey ; 
research, chemistry, biochemistry, and electrology 
bring Priestley, Galvani, and Lavoisier on to the scene, 
and so on. Following this plan, the general evolution 
of medicine and its broad discoveries and develop- 
ments are placed before us with brief biographies, 
often well illustrated, of the protagonists. The 
author necessarily has gone over much old ground, 
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and indeed most of the book will be extremely 
familiar to students of medical history, for whom it 
will have little to say, but an elaborate bibliography 
shows that the information is largely available to 
all literary students. 

The introductory chapters set out fairly the 
development of medicine from primitive superstitions, 
and the support which it gradually received from 
the better understanding of the fundamental sciences. 
The section describing the union of science and 
practice is appropriately introduced by a well-written 
essay upon John Hunter, while the closing 100 pages, 
in which the work of to-day is reviewed, have the 
merit of being well balanced. This is considerable 
praise, for the author is attempting a large task, 
namely, to show modern surgery and medicine as 
‘uniting all the past, applying the established facts 
of all the sciences—mathematics, physics, chemistry, 
and biology—adding to them all the practical methods 
of inventive genius, constantly supplying innovations 
and improvements, and itself suggesting ideas to 
the fundamental sciences.” 

This is a thoroughly sound book, and especially 
do we recommend it to those who have made no 
study of medical history. 





No. 4 Canadian Hospital 

The Letters of Prof. J. J. Mackenzie from the 

Salonika Front. With a Memoir by his Wife, 

KATHLEEN CUFFE MACKENZIE. Toronto: The 

Macmillan Co. of Canada, Ltd. London : Macmillan 

and Co., Ltd. 1933. Pp. 247. $2.50. 

THEsE letters were written in an intimate manner 
from the Salonika base to his wife by Prof. Mackenzie, 
professor of pathology and bacteriology in the 
University of Toronto, who went to the front with 
this Canadian Hospital. Comprising this small book 
they reveal a wonderful degree of comradeship. All 
the large and small episodes of daily life in this 
important unit from 1915 until demobilisation are 
recorded or alluded to. There are minute descriptions 
of every sort of happening—catastrophes, pleasant 
dinners, epidemic incidences, happy encounters with 
old and new friends are recorded side by side with 
disquisitions on books and flowers, politics and 
scenery, the whole making a delightful medley. Only 
by occasional allusion do we gather from Mackenzie 
himself what good scientific work he did, though to 
the medical world his value was apparent. It was a 
genuine loss to his University when shortly after his 
return to Canada he was struck down with a heart 
infection acquired in Salonika. Mrs. Mackenzie has 
discharged a duty with grace in making of these 
letters a fine memoir of her husband. 





British Journal of Children’s Diseases 


To the October-December issue (Vol. XXX.) 
Dr. K. C. L. Paddle contributes an article on 
Congenital Syphilis in Low-grade Mentally Defective 
Children, based on the examination of 402 cases. 
The Wassermann reaction and the Meinicke macro- 
clarification reaction were done on the blood-serum, 
and the Wassermann reaction, Lange’s colloidal gold 
test, Pandy and cell estimations on the cerebro-spinal 
fluid. Forty-six gave positive reactions in the blood 
on cerebro-spinal fluid, and 356 were entirely negative. 
Of the 46, 35 were regarded as subjects of congenital 
=. Two of the 356 cases were on clinical grounds 
a considered to be congenital syphilitics, so that 
the total incidence of hereditary syphilis was 37 
’ cases (92 per cent.).—Dr. Leslie Cole reports an 
English’ Case of Pellagra, illustrated by two photo- 
graphs. The patiert was a girl aged 6 years, the 
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daughter of a country labourer and one of a family 
of seven children, all the others being healthy. The 

i is was made by the seasonal onset of the rash 
in the early summer in association with gastro- 
intestinal symptoms, the characteristic ap ce 
and distribution of the rash and the child’s unhygienic 
environment and diet which were such as might 
produce a deficiency disease. In spite of dietetic 
treatment the condition grew worse and death took 
place. There was no autopsy.—Dr. Alan Moncrieff 
contributes a paper on Sublingual Ulcer: with 
special reference to Riga’s Disease, of which he 
reports an illustrative case. His patient was an 
otherwise healthy male infant aged six months, who 
presented an oval ulcer situated on the midline 
of the sublingual region. The edges were raised and 
of pearly hardness. The centre of the ulcer was 
depressed and covered with greenish purulent material 
apparently penetrating into the lingual tissue. The 
movements of the tongue were somewhat restricted. 
The Wassermann reaction was negative. Histological 
examination of a small portion of the edge of the 
ulcer showed it to consist of simple chronic inflam- 
matory material with some irritative hypertrophy of 
the superficial layers of epithelium. As there appeared 
to be a connexion between the very active sucking 
movements of the infant and the production of the 
ulcer he was weaned on to a mixed diet from a cu 
and spoon, and rapid and complete recovery teak 
place.—In a paper on Lateral Tilts of the Pelvis in 
Children Dr. gar Cyriax describes the causes, 
pathology, symptoms, and treatment of the condition. 
The abstracts from current literature are devoted to 
oto-rhino-laryngology. 


NEW INVENTIONS 


CAUTERY HANDLE FOR USE IN EYE WORK 


THERE are a number of cautery handles on the 
market, but few of them can be handled with the 
delicacy and lightness of touch which ought to be 
a special feature of any instrument intended for use 
on the eye. Many ophthalmic surgeons of experience 
consider that when possible the instruments with 
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which they perform the delicate manceuvres employed 
in operations on the globe should have long handles 
capable of being held like a pencil or brush, with 
which the average individual is enabled to execute 
the fine movements and delicate touch required in 
writing and painting. With this idea in mind, the 
routine hospital work with the electrocautery, 
frequently on and near the cornea, has gradually 
evolved the handle illustrated. 

Messrs. Down Bros., St. Thomas’s-street, London, 
8.E., are the makers. 

Rosert E. Wricurt, 
Lt.-Col., I.M.S. 
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CALORIES AND PROTEINS 


Durine the past week publicity has been given 
to a difference of opinion between two advisory 
committees on nutrition—those of the Ministry of 
Health and of the British Medical Association. 
The B.M.A., it will be remembered, appointed its 
nominees! last April to meet a demand for 
authoritative information about the minimum cost 
of a sufficient diet. In making the estimates asked 
of them, this committee’s first step was to decide 
what they should take to be a man’s needs in terms 
of protein, fat, and carbohydrates. The figures 
eventually agreed upon included 50 grammes of 
first-class protein (protein from animal sources) and 
3400 calories daily.2 The next step was to translate 
these figures into the foodstuffs commonly used in 
working-class households and evolve weekly budgets 
that would be examples of sound economy. Finally, 
it was the committee’s task to state the cost of the 
specimen diets according to the prices ruling in 
various districts. In this way was reached, among 
others, the figure of 5s. 10}d. a week per man 
which has attracted so much attention. But the 
statement issued to local authorities last Friday by 
the Ministry of Health officiaily discredits the basis 
of the B.M.A. calculations. In 1931, it is recalled, 
the Ministry's own advisory committee on 
nutrition * prepared a report on the Criticism and 
Improvement of Diets, in which 3000 calories with 
37 grammes of first-class protein was given as the 
basis of a diet for people whose work does not 
involve more than moderate physical labour. 
On their attention being drawn to the B.M.A. 
report, this distinguished group of scientific workers 
have declared that no evidence known to them 
justifies the B.M.A. committee’s increase either of 
calories or of first-class protein. They “do not 
desire to modify in any way the advice tendered 
to the Minister in their previous memorandum. 
They believe that the advice there given may 
safely be adopted as the basis of any scales for 
sufficient diets.” 

The Ministry's committee, besides the weight of 
its own reputation, has on its side the weight of an 
international decision. For in September, 1932, 
the League of Nations conference in Rome agreed 
that 3000 calories should be the general standard. 
The B.M.A. committee, however, were fully aware 
of this and other grounds for criticism, and have 
examined some of them in their report. The 
chairman of the Rome conference, they say, 


! The Committee consists of : Dr. E. K. Le Fleming, Dr. G. C. 
M‘Gonigle, Sir Henry Brackenbury, Mr. N. Bishop Harman, 
Dr. G. F. Buchan, Prof. 8. J. Cowell, Dr. G. E. Friend, Dr. 
Robert Hutchison, and Prof. V. H. Mottram. F ‘ 

* A committee of the Royal Society, under the chairmanship 
of Prof. A. D. Waller, reporting in 1916, suggested a similar 
scale for an average workman doing an average day’s work. 

*The members are: Prof. Major Greenwood, F.R.S. (chair- 
man), Dr. G. F. Buchan, Prof. E. P. Cathcart, F.R.S., Sir 
Gowland Hopkins, P.K.5., Miss Jessie Lindsay, Prof. Edward 
Mellanby, F.R.S., and Prof. V. H. Mottram. 
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admitted that the scale was a compromise and 
might need modification to suit individual countries. 
The food requirements of the English, whether by 
use or climate, may be held to exceed those of 
continental nations; in Scotland, indeed, it is 
recorded that 3700 calories were required to keep 
up the strength of prisoners doing moderately hard 
work. The known facts, they believe, suggest that 
“the requisite daily number of calories per 
‘normal’ adult male not performing strenuous 
manual labour lies somewhere between 3000 and 
700.” The provision of 3400 is intended to allow 
a margin of safety, and takes account of the fact 
that a proportion of food as bought is wasted 
in preparation or digestion. The Rome conference 
seems to have made no definite pronouncement 
about wastage, but a 10 per cent. depreciation is 
usually recognised; and the committee hold 
that ‘3000 calories in the food as purchased, 
or 2700 calories allowing for wastage, would 
undoubtedly prove inadequate for a large number 
of healthy, active individuals of good physique.” 
It remains to be added that in 1932 the Ministry's 
advisers, writing of the 3000 calories scale, 
remarked in their report that “ any deficit greater 
than 10 per cent. should be viewed with suc- 
picion—in the first place because the figures 
chosen as standards are not very generous, and in 
the second place because no account has been taken 
of wastage.” When all is said and done, however, 
the question of mere calories is not of much 
pecuniary importance ; for carbohydrate calories 
are cheap. The more serious cleavage between the 
two committees concerns their figures for first-class 
protein. The B.M.A. justify their increase of the 
ration to 50 grammes on the grounds’ that the 
accepted standard of 37 grammes was calculated on 
the protein of milk, which has an exceptionally 
high biological value. They point out that the 
Army in peace-time gives 62°7 grammes of first- 
class protein to the troops, and they consider 
50 grammes a suitable compromise for the average 
man. But even here perhaps there is less significant 
division of opinion than might appear. From the 
national point of view the B.M.A. committee's 
findings were most important when they insisted 
on the relatively large protein requirements of 
children—including first and foremost at least a 
pint of milk daily between the age of one and five. 
The Ministry’s advisers cannot substantially disagree 
with this; for in their report in 1931 on diets in 
poor-law children’s homes they proposed that every 
child under 16 should have a pint of milk, and their 
estimate of the cost of feeding 200 children at 
contract prices was for this reason raised to 4s. 64d. 
a week, or roughly 4s. 5d. to-day. 

The B.M.A. committee may derive some satis- 
faction from the disunity of their adversaries. The 
Ministry of Health has questioned their physio- 
logical computations, with the implication that 
their scales are unnecessarily high. Medical and 
other critics have pointed out, with some justice, that 
food such as milk is now unobtainable at the low 
prices given in their report. Finally, the general 
public, if we may judge from conversation and from 
letters in newspapers, have professed to be shocked 
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at the lack of human feeling displayed by a body of 
doctors who would expect a fellow-countryman to 
exist even on 5s. 10d. a week for food. It is clear 
from this last reaction that the mass of middle-class 
people are only now beginning to learn of the type 
of physical privation possible in depressed areas 
where hardly anyone has resources beyond insurance 
benefit or relief. 


ABDOMINAL SYMPTOMS AND DIABETIC 
ACIDOSIS 


THE last ten years have seen much discussion of 
the significance of ketosis, especially in childhood, 
in the causation of abdominal symptoms. It is 
now recognised that this condition develops very 
readily in children as a result of abdominal and 
other disorders. Unfortunately, however, it is still 
common to find cases of vomiting which have been 
comfortably diagnosed as “ ketosis’? (or more 
usually and even less accurately “ acidosis’) on the 
strength of a positive Rothera’s test on the urine, 
without an adequate search for the primary cause 
of the disturbance. The danger of this course was 
pointed out many years ago by F. J. Poynrton,}! 
who drew attention particularly to the chance of 
volvulus being overlooked. But even when the 
physician is thoroughly alive to the possibilities, it 
may be extremely hard to distinguish an acute 
abdominal condition requiring operation from 
impending coma in a diabetic. Associated with 
the ketosis and depletion of liver glycogen that 
occur in severe vomiting there is a loss of carbo- 
hydrate tolerance, so that, after glucose, a vomiting 
or starving patient may show a blood-sugar curve 


closely resembling that of a diabetic, though his 


fasting blood-sugar is low. In such cases one may 
even see the blood-sugar rising, after the initial 
administration of carbohydrate, to over 0-2 per 
cent., and sugar may be found in the urine. While 
severe ketosis calls for active treatment, it is by 
no means clear that much importance should be 
attached to ketosis per se when (as is usual) it is 
insufficient to cause changes in acid-base balance. 
Not only has the extensive use of ketogenic diets 
in epilepsy and chronic urinary infections shown 
that most children can tolerate ketosis without 
vomiting or other symptoms, but R. W. B. Exxis * 
has demonstrated that even some children of the 
“cyclical vomiting” type may be given a marked 
ketosis without arousing vomiting or nausea ; 
which implies that some other metabolic or nervous 
factor is called into play to initiate their charac- 
teristic attacks. 

In the case of the diabetic subject conditions are 
altogether different, for the ketosis of impending 
coma is associated with a more or less severe degree 
of true acidosis. To discover the cause of the 
abdominal pain is of first-rate importance and also 
great difficulty. It has to be realised that on the 
one hand the impending coma may result in severe 
abdominal pain and vomiting, while on the other 
hand an acute abdominal lesion in a diabetic may 
precipitate coma. A number of isolated cases 
illustrating this difficulty have been described 


(e.g., W. Goupre *) and now, in a paper read before 
the New England Surgical Society, Dr. L. 8. 
McKirrrick * has reviewed not only these reported 
cases but also the records of the Massachusetts 
General Hospital, together with a large series put 
at his disposal by Dr. E. P. Jostan. He finds that 
when abdominal pain develops in the absence of a 
surgical lesion, it is usually localised to the upper 
abdomen, though it may occur in the lower 
abdomen or right iliac fossa and simulate ap 
dicitis. Sometimes it has been severe enoug 
make the patient writhe in agony. In general, he 
says, his experience coincides with that of I. M. 
RABINOWITCH, who maintains that the pain of 
appendicitis as a rule precedes the vomiting, 
whereas the pain of diabetic coma is more likely 
to follow it. It is noteworthy that in every case 
operated upon with negative findings, a diagnosis 
had previously been made of an extensive surgical 
lesion, such as general peritonitis, a perforated 
ulcer, or acute pancreatitis. 

McKrrrrick also discusses in his very practical 
disquisition the value of the leucocyte count in 
diagnosis, and draws attention to the extremely 
high levels (in one instance 97,750 per c.mm.) 
which may be observed in pre-coma. Both the 
acute pain and the leucocytosis were found to 
respond rapidly to treatment when they were due 
to coma, whereas they increased when there was a 
definite abdominal lesion. From this he makes 
the valuable recommendation that in every doubtful 
case intensive insulin and anti-coma treatment 
should be given for three or four hours, and the 
diagnosis should be influenced by the diminution 
or otherwise in pain and leucocytosis. He also 
refers to the importance of taking a careful history 
from the relatives so as to find out whether there 
were symptoms of acidosis, such as nausea, vomit- 
ing, and drowsiness, before the onset of pain. 


THE NATURE AND PURPOSE OF 
CERTIFICATION 


In a letter which has gained much publicity, 
the husband of a lady recently committed to a 
mental hospital on account of a nervous breakdown 
writes bitterly that she “ has been certified as insane 
for no better reason than that she did not wish to 
enter an asylum.” He protests it is unfair that the 
stigma of certification should be borne by persons 
whose recovery is almost certain but who yet 
refuse to enter a hospital voluntarily, and whose 
faculties are so little impaired that they protest 
against the contemplated form of treatment of 
their malady. 

Sympathy must be felt for the writer of 
this letter, and for all others placed in his 
position. The patient will not enter hospital of 
her own free will; the husband agrees with the 
practitioner’s suggestion of hospital treatment, but 
begs that some method of insisting on admission 
may be found other than certification. He asks 
indeed that other practitioners—he cares not how 
many—may see the patient, and that this may 
ensure his wife’s removal without certification. 





* THE LANCET, beta 1045. 


* arch. Dis. Childhood, 1931, vi., 285. 


* THe Lanoet, 1933, i 
* New Eng. Jour. Med., 1953" cote:, 1033. 
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For such cases, Section 5 of the “Mental ‘Treat-- 
ment Act, 1930, does not provide. It is only 
someone “ ineapable of expressing himself as 
willing or unwilling” to receive such treat- 
ment who can be placed under care as a 
temporary patient. Cases of confusion and 
delirium are now received on such a basis, and the 
possibility of many more patients being thus 
received is frequently stressed by the Board of 
Control. The writer of the letter, however, is 
troubled by two quite different problems. The 
first is the stigma of certification—a stigma which 
is shared, though in lesser degree, by the relatives 
of all who enter mental hospitals on whatever 
basis. It is a misfortune of a kind which only 
time, discussion, and enlightenment can remove, 
and some alteration in the attitude of public 
companies and public bodies could contribute to 
this. The second problem is the function of 
certification. ‘‘ Certification ’ is one of the many 
words which have been degraded in meaning, 
although the purpose of the process they connote 
is a beneficent one. When a mentally afflicted 
person is certified the arrangement is not, or should 
not be, undertaken in a punitive spirit. The 
practitioner’s attitude is that the patient is unable 
to decide at the moment the best environment in 
which he or she can be nursed back to health. The 
medical man therefore asks the relative to act 
as the temporary guardian, and offers to back up 
the latter’s request for reception by his own 
certificate, and in the case of a private patient the 
certificate of an independent physician as well. 
The harassed relative often regards with suspicion 
the practitioner’s well-meant suggestion, although 
were the patient suffering from physical disease 
and the environment unsuitable the same relative 
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would leap to the idea of hospitalisation. Indeed 
the writer of the letter, whose action has led 
up to these reflections, when he asks that some 
method of compulsory admission shall be found, 
is really suggesting what the law enforces in the 
case of the private patient ; all that he wishes is 
that the document which the outside practitioner 
submits shall not be called a “ certificate.” He 
forgets, or does not know, that the patient if he 
insists can be discharged from certificates, and 
certainly will be discharged when the superin 
tendent of the hospital is satisfied that recovery 
is complete; and, further, may be transferred 
from the status of certified to voluntary patient at 
any time if the hospital physicians agree. 

The letter will be useful in reminding all who 
suggest a patient’s removal to a mental hospital 
of the acute conflict which the relatives are under- 
going. This conflict manifests itself often enough in 
obstructionist behaviour little calculated to arouse 
the practitioner’s sympathies. In few other situa- 
tions is the reminder that medicine is an art so 
apt; for an art is rightly judged by its capacity 
for dealing satisfactorily with human situations. 
The term “certification ’’ may need to be altered, 
but in the meantime the medical attendant may ease 
the petitioner’s mind by explaining the underlying 
idea of guardianship. If the commissioners of the 
Board of Control would send to’ the relatives of 
private patients a short note explaining the 
guardian réle of the Board and of the petitioner, 
they would gain credit for carrying out an 
unfortunate duty in a humane manner; and in 
these cases they would certainly do much to assuage 
the anxiety and resentment of those who feel that 
enactments, kind in intention, tend to-be unfair 
in execution. 





ANNOTATIONS 


RETIREMENT OF DAME JANET CAMPBELL 

THE retirement of Dame Janet Campbell from 
her joint post as a senior medical officer to the 
Ministry of Health and chief woman medical adviser 
to the Board of Education will be regretted by all 
who have knowledge of the insight and discretion 
which she has brought to the discharge of important 
duties. Her appointment in 1919 as a medical officer 
to the Local Government Board in special charge 
of maternity and child welfare followed 11 years 
spent at the Board of Education, during which her 
memoranda and reports on the subject had become 
widely known. Those which followed her transfer 
to the Ministry of Health on its establishment have 
been even more valuable, and the interim and final 
reports of the Departmental Committee on Maternal 
Mortality and Morbidity, on which she sat, owe much 
to her personal investigations. In 1929 she was 
released from her duties for six months to enable 
her to accept an invitation from the Commonwealth 
of Australia to visit the continent and to advise the 
different states on the organisation of maternity 
and child welfare services. Dame Janet is a member 
of the health committee of the League of Nations, 
for which she has carried out various inquiries. We 
may hope that she will still be available for medico- 
social work, for she combines unquenchable zest 
for progress with a disarming perception of the 
obstacles to be overcome. 


COLOUR DEFECT IN THE NAVY 
THE rather startling figures of the prevalence of 
serious colour defect in the Royal Navy, given in 
a recent report! of the Medical Research Council, 
fully justify the careful and practical survey contained 


in the report. It appears that during the period of 
33 months beginning January, 1929, 93 seamen have 
been invalided for dangerously defective colour 
vision ; had the weeding out been more thorough it 
would have necessitated more than 340 invalidings. 
That all is not well with the tests commonly employed 
for recruits is shown by the fact that in a consecutive 
series of 1100 recruits, all of whom had been accepted 
by medical practitioners, 19 were rejected at the final 
medical examination on account of defective colour 
vision, whilst no less than 20 of a consecutive group of 
568 men, actually in the service as seamen, were found 
to possess a degree of defect sufficiently severe to have 
called for their rejection. The heavy incidence of 
visual defect in the service as a whole is suggested by 
the fact that a mixed batch of 105 men drawn from 
various departments contained 5 who were crudely 
defective. That colour defect is a serious handicap to 
sailors is obvious when it is realised that the sailor on 
the look-out for signals at sea is deprived of such 
adventitious aids as familiarity with the site where 

? Medical Research Council, Special Report No. 185. Colour 


Yeien foauiroments in the Royal Navy. London: H.M. 
t. Office. Pp. 58. Is. 
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the signals are placed in relation to each other, that 
distance is apt to be of greater significance than on 
land, and that meteorological conditions at sea are 
apt to vary greatly—all factors of extreme importance 
to the man whose colour vision is net perfect. The 
crudely defective is on the whole easily weeded out, 
but, as the report points out, a man who can pass such 
a practical test as appreciating moving signals seen 
from a ship near harbour may yet be dangerous for 
duty on the open sea. The multiplicity of tests and of 
instruments employed are in themselves a source of 
confusion in determining the soundness of colour 
vision ; and as for practical tests, to be of any value they 
must be staged in the open sea, and even so the essen- 
tial meteorological conditions cannot be controlled. 

Whilst therefore the examination of recruitsdemands 
a searching investigation, if the relatively mild but 
still dangerous defectives are to be eliminated, it 
would appear that practice in the past has not achieved 
this object. The report recommends changes in 
practically every detail to ensure the desired result. 
It would have, as examiners in the final test, only 
ophthalmic surgeons with special knowledge of colour 
vision and its tests; it is further urged that the 
entrance examination should be sufficiently thorough 
to be effective for the purpose; and that the tests 
should be standardised. Tests in harbour or at sea 
provide valuable data only when used in conjunction 
with technical tests. Of technical tests there is none 
that is infallible. Thus a candidate who passes the 
searching Ishihara test may be discovered by the 
lantern test to have the red end of the spectrum 
shortened—an extremely dangerous form of anomaly ; 
others who pass an exhaustive lantern test may fail 
on the Ishihara test. It is recommended that routine 
examination should begin with the Ishihara test and 
be followed by a lantern test, designed in particular to 
explore weaknesses shown by the first test and to 
determine the capacity to appreciate the full range of 
the red end of the spectrum. Whilst the Board of 
Trade lantern is preferred because it is more stan- 
dardised and also because it can be used to exhibit 
simultaneous contrast, the Edridge-Green lantern is 
recommended for present use. Grading seamen 
according to their prospective duties is also recom- 
mended, in order to prevent the rejection of those fit 
for duties not requiring full colour vision. 


ANASTHETICS AND BIOCHEMISTRY 


“Stupy of the elementary biochemical changes 
which occur in the tissues of a patient during anzs- 
thesia would prove invaluable to the practising 
anesthetist ” is the concluding sentence of a paper 
which itself gives proof of the value of what it 
recommends. Dr. Maxwell! provides striking bio- 
chemical explanation of phenomena which are 
familiar enough but often little understood. Every 
anesthetist is aware, for example, that sudden heart 
failure may take place during anzsthesia, but he has 
not learned to associate this possibility with a low 
glycogen content of the heart muscle. A clear 
connexion has been proved by the work of A. V. Hill, 
Hopkins, Schenk, and others, who have shown that 
the buffers of heart muscle are less efficient than 
those of skeletal muscle. Chloroform causes a big 
decrease in the glycogen of heart muscle with an 
increase in lactic acid, and other anesthetics have 
a similar though less intense effect. Apparently 
anesthetics have an action resembling that of cyanide 
in inhibiting the mechanism for the removal of lactic 
acid. Thus is explained the extra danger of anws- 
thesia to patients suffering from conditions in which 


? Maxwell, I.: Med. Jour. Australia, Nov. 4th, 1933, p. 626. 





the carbohydrate stores of the body are low, toxic 
goitre being perhaps the most common and formidable 
of these. The biochemical experimental facts provide 
also sound reason for the practice of increasing the 
carbohydrate store of these patients before operation,* 
and of avoiding the preliminary starvation formerly 
in vogue. Maxwell also demonstrates the significance 
in anesthesia of reduced alkaline reserve and of 
increased sugar content of the blood, and discusses 
the relationship between chemical composition and 
narcotic action which holds good for certain anesthetic 
agents. 
HEREDITY AND TUBERCULOSIS 


In France the protagonist of the revived movement 
in favour of regarding heredity as the most important 
factor in tuberculosis is the biologist, Auguste 
Lumiére of Lyon. He has published many works in 
support of his views, and has achieved considerable 
publicity, not a little enhanced by the controversy 
with Calmette, into which the latter was drawn 
shortly before his death. Calmette was impressed 
by Lumiére’s influence if not by his arguments, 
judging by the trouble he took in refuting them. 
Lumiére has undoubtedly a considerable following, 
and if he has not succeeded in driving home his own 
arguments in favour of the hereditary factor, he has 
at least, and very certainly, shown up the weak points 
in the present-day conception of tuberculosis as a 
disease depending on postnatal contacts and not on 
ancestry. Much of the ground covered by Lumiére 
in his latest publication’ is old ground. There is the 
familiar argument that as doctors and nurses in 
attendance on the tuberculous do not promptly 
develop the disease, it cannot be contagious. But 
in the matter of conjugal tuberculosis some new 
observations are produced. As the result of a recent 
inquiry among French general practitioners, it was 
shown that only about 10 per cent. of married 
tuberculous patients have tuberculous consorts. The 
conclusion drawn from this observation was that only 
in some 10 per cent. of such cases does one consort 
infect the other. Lumiére will have none of this 
reasoning ; he shows that out of 160,000 deaths in 
Lyon during 20 years, 34,474 were notified as being 
due to tuberculosis. With one-fifth of all the deaths 
being due to tuberculosis, one would expect to find 
both husband and wife dying of tuberculosis in 
11 per cent. of all married couples, irrespective of any 
conjugal infection. Recent, not yet published, 
investigations, conducted by Dr. Boissel of Lyon 
between 1919 and 1932, have shown that in 1244 
tuberculous homes there were 131 (10-53 per cent.) 
in which both consorts were tuberculous—as was to 
be expected from the law of averages, and without 
invoking any conjugal infection. In the course of 
the past four years Lumiére has followed the findings 
of more than 2000 radiographic examinations, and 
whenever it has been possible to make an X ray 
examination of the parents of patients, the former 
have invariably shown signs of pulmonary tuber- 
culosis. In this connexion reference is made to the 
work of Cardis and Joannettes of Leysin, whose X ray 
examinations led to the observation that the localisa- 
tion of the disease in members of the same family 
was remarkably similar—-a finding interpreted by 
these observers as an expression of heredity. Lumiére 
believes that in most cases the fate of the tuberculous 
is sealed before they are born, and that it is not so 
much the choice of a person’s occupation and contacts 
as his choice of his parents which counts. It is a 

*See THE LANCET, 1933, i., 1083 ; .: Carbo- 
hydrate and Thyrotoxicosis, Tbid., non a 4th, ests p. 1025. 

* Presse Médicale, Nov. 15th, 1933, 
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curious thing that an exhaustive study of much of 
the same material has led a German investigator, 
Prof. Harry Scholz of Kénigsberg, to conclude that 
the influence of parenthood is so doubtful as to make 
it inadvisable to include tuberculosis as one of the 
reasons for ‘sterilisation. Prof. Scholz sets out ‘ the 
see-saw changes of opinion about the influence of 
heredity in tuberculosis since Robert Koch enunciated 
the dictum that the conditions which favour the 
growth of tubercle bacilli must be unevenly distributed, 
and that these conditions are inherited. But what 
is the importance of the hereditary factor even the 
newest work on twins taken from a _ tuberculous 
environment has failed to make clear. Prof. Scholz 
regards eugenic prophylaxis as being satisfied at 
present by pursuing further and with more conviction 
the methods now familiar to preventive medicine. 


A GREAT FAMILY TRADITION 


Sir William Lawrence, who died at St. 
Bartholomew's Hospital on Thursday of last week 
from an attack of heart failure as he was crossing the 
hospital square on his way to the committee room, 
had been for 30 years a governor of the hospital and 
since 1918 its senior almoner. This office implies an 
intimate concern with the actual administration of the 
hospital for the executive committee of the court of 
governors, which consists of the treasurer and six 
almoners and meets every week, takes the place at 
St. Bartholomew’s of a hospital board. For the last 
three years Sir William has acted as chairman of a 
special economy committee which has effected a 
considerable saving in annual expenditure. His keen 
interest in furthering the rebuilding schemes and in 
the welfare of the nursing staff was noteworthy. 
His father, Sir Trevor Lawrence, at one time an army 
surgeon, was treasurer of the hospital for more than 
twelve years and with his sisters founded a research 
scholarship in pathology. His grandfather, William 
Lawrence, who was created a baronet in 1867, was 
apprenticed to John Abernethy in 1779, became 
assistant surgeon to the hospital in 1813, and a Fellow 
of the Royal Society in the following year. He was 
actively employed in the hospital for a period of 
65 years and, in spite of a very large surgical practice, 
he was a constant attendant of committee meetings 
in the medical school, where, it is said, he almost 
always carried his point. Readers of our own early 
pages may recall the public agitation he headed 
against the management of the College of Surgeons 
in 1826, which ended amicably with his election to the 
council of the College two years later. The medical 
tradition can be traced back one generation further, 
for the first baronet was himself a son of a medical 
man of the same name, who was chief surgeon in 
Cirencester; and his brother Charles, who was a 
gentleman farmer of discernment, took a leading part 
in founding the Royal Agricultural College at Ciren- 
cester, and 70 years ago issued to his labourers a tract 
on the economy of food, full of sound practical advice. 

The third baronet did not study medicine. From 
Shrewsbury he went to New College, Oxford, and 
then to Heidelberg and Berlin, where he took a Ph.D. 
in organic chemistry, returning to England as lecturer 
on this subject at the University of Manchester. 
He gave up this post to join the staff of the Board of 
Education as inspector of schools, and after the war, 
when he served as secretary to the Prisoners of War 
Bureau and later on the intelligence staff at the War 
Office, returned to the Board, being appointed senior 
examiner in 1922. But he is best known for those of 
his activities which were outside his professional 


work. He was an inspired gardener, his specialties 
being the growth of irises and alpine plants and 
the cultivation of rare species which brought him 

t renown ; he was also an expert in embroidery, 
and he held high office in the societies concerned with 
these arts. Sir William’s cheerful manner and his 
kindly nature made him many friends in hospital 
circles, and at St. Bartholomew’s he will not easily be 
replaced. 

THE HEALTH OF NURSES 

AN interesting inquiry has been made by Dr. 
William Branson into the health of the nurses at 
St. Bartholomew’s Hospital during the ten years 
1922-31.1 The investigation was confined to pro- 
bationers serving their four years’ indenture and 
to ailments that involved absence of duty, if only 
for a day, the numbers of nurses “‘ at risk’’ being 
between 250 and 260 from 1922 to the middle of 1930, 
rising to about 300 at the end of 1930 and 340 
at the end of 1931. A preliminary analysis of the 
seasonal variation in the numbers absent from duty 
leads to the conclusion that those responsible for the 
staffing of a large general hospital must so lay their 
plans that they can meet, without hardship to the 
‘“‘survivers”’ or failure in efficiency, depletions of 
the nursing strength amounting to, roughly, 6-9 per 
cent. in the first four months of the year, 5-7 per cent. 
in May, November, and December, and 4-5 per cent. 
in the summer and autumn. In exceptional circum- 
stances, such as the influenza epidemics of 1922 and 
1929, these values may of course be largely exceeded. 
For instance throughout January, 1922, the hospital 
suffered a daily deficiency of no less than 18 per cent. 
of the nurses absent through illness. In 1929 the 
attacks were so concentrated within a short period of 
time that the accommodation available in sick-rooms 
was exhausted and half a ward had to be allocated 
to the sick nurses. Probationers in their first year 
of service contribute as a whole, it is found, a good 
deal more than their due proportion of sickness. 
There is no doubt, Dr. Branson says, that the first 
year is a nurse’s testing-time as regards health, and 
this accords with evidence submitted to THE Lancet 
Commission on Nursing. Amongst the prominent 
causes of absence are ‘“‘ sepsis,” usually of minor 
degree and consisting mainly of septic fingers, a 
good many of which seem to originate in pricks from 
safety-pins; colds and influenza; and especially 
for first-year nurses, sore-throat, of which the 
follicular form of tonsillitis is the commonest mani- 
festation. With regard to infectious diseases it is 
observed that since routine immunisation has been 
in vogue the incidence of diphtheria has been very 
low—only two cases in 1930 and one in 1931, all of 
a trivial type clinically. Since, however, in 1923 
when immunisation was not carried out there was 
no case at all amongst the nurses, Dr. Branson 
prudently refuses “‘ to be in too great a hurry to boast 
our conquest over so capricious an ailment, however 
hopeful we may feel.” 

Over the ten years examined there has been a 
substantial improvement in the number of attacks 
of illness recorded. Though Dr. Branson concludes 
that no particular policy or instrument can be given, 
outright, the credit for this apparent advance, he 
draws attention to three possible influential factors, 
namely, the improvement in “housing’’ with the 
opening of the Queen Mary Home in 1923, the re- 
duced hours of labour consequent upon the increased 
staff in 1930 and 1931, and the addition of fresh fruit 
to the nurses’ daily menu since the end of 1928—which 
incidentally involved an additional charge upon the 





a ~ Med. Welt, Dec. 2nd and 9th, 1933. 
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hospital of £463 for the year 1931. Comaparable 
records from other large hospitals would be of 
interest. 


A CENTURY OF MEDICINE IN NORWAY 


THe Norwegian Medical Society (Det Norske 
Medicinske Selskab) has just celebrated its centenary 
with a festskrift of 266 pages, generously illustrated 
with portraits. Dr. Fredrik Grén, its editor, has 
succeeded in weaving an outline of the development 
of the society and of the personality of its most 
prominent members into the history of medicine 
in the past hundred years; and being himself a 
medical historian he has employed a gift of narrative 
which breathes life into the story. It was cholera 
which brought the 16 founders of the society together 
for the first time. In Christiania alone there were 
over 1400 cases and about 800 deaths from this 
disease in 1833. A great need for collective scientific 
study was acutely felt. The members of the society 
agreed to meet weekly, and it was not till the following 
year, when the epidemic had died down, that the more 
leisurely rhythm of monthly meetings was adopted. 
It is commonly supposed, by the younger generation 
in particular, that most of what really matters in 
medicine belongs to their age. But Dr. Grén deals 
more fully with the events of the first half of his 
century than he does with the second. Those were 
stirring days, with young Norwegians returning from 
their post-graduate studies abroad and fighting for 
new ideas at the meetings of the society where the 
forces of reaction were backed by prestige and 
dialectical ability. In 1844 the success of an 
international medical conference in Christiania was 
imperilled by the law prohibiting the entry of Jews 
into Norway. King Carl Johan saved the situation 
by authorising the issue of special passports to 
prospective Jewish delegates. During these hundred 
years all medical advances of importance—and some 
of no importance whatever—have been brought 
before this forum, where they have formed the pretext 
for frequent clashes of personalities. In 1888 a 
debate on cremation raised the temperature of the 
meeting to burning point. Was not cremation a 
return to heathenish customs; was it not indeed 
closely associated with radicalism, semitism, and 
free-thinking ? Only two voices were raised in 
support of the proposer, and the discussion died down 
without any resolution having been adopted. These 
and other doings may be read in the pages of the 
monthly Norsk Magasin for Laegevidenskaben which, 
started by the society in 1840, is still the mirror of 
Norwegian medicine to-day. 


DANGER TO THE EYES FROM DYES 


Two methods of darkening the eyebrows and 
eyelashes are practised in American beauty parlours. 
One is by coating the hairs with lamp-black. Some- 
times the conjunctiva shows itself intolerant of this, 
but the reaction is usually slight. The second is by 
actually dyeing the hairs. An American preparation 
used for this purpose is known as Lash-Lure which, 
according to the bureau of investigation of the 
American Medical Association, consists of an aniline 
derivative with a large proportion of magnesium. 
Several cases of dermatitis due to this dye have been 
recorded with injury, more or less severe, to the eyes. 
In the first case, reported ' by Dr. 8. 8S. Greenbaum, 
of Philadelphia, the immediate reaction was com- 
paratively slight, but 10 or 12 days later, following 
the application of Metaphen as a remedy, a sharp 


* Jour. Amer. “Med. Assoc., July 29th, 1933, p. 363. 





reaction occurred with severe @dema of the left 
ee The margins of the lids remained red 

vee sew and improvement set in only after cutting 
off the as closely as possible. The long interval 
between the application of the dye and the serious 
symptoms points to an allergic element in their 
causation. Six more cases are reported in a later 
issue of the same journal,* some of them very severe ; 
all except one being due to Lash-Lure, the other to 
a similar preparation, ‘‘ Godefroy’s French coloring 
for hair and beard.” In one of these cases there was 
infiltration of the cornea, in a second there was actual 
ulceration, in a third case—the most severe of all— 
there was extensive corneal ulceration in both eyes 
leaving nebule and permanently defective vision. 
An editorial in the same issue points out the desira- 
bility of placing cosmetics, to which the American 
Food and Drug Act does not apply, under legal 
control. Dr. Shirley Wynne, health commissioner of 
New York, has not waited for federal action. Acting 
on his advice, the N.Y. Board of Health has put a 
ban on the manufacture, sale, or use in beauty parlours 
of dyes known to contain harmful ingredients. This 
has been done by amending Sect. 128 of the Sanitary 
Code. No cases of eye injury had as yet been recorded 
in New York, but an investigation by Dr. E. T. 
Bocker, chief of the division of drug inspection, had 
disclosed that the practice of dyeing eyelashes and 
eyebrows was rapidly increasing. 


INHIBITION OF THE THYROTROPIC HORMONE 


RECENTLY so many curious functions have been 
attributed to the anterior lobe of the pituitary gland 
that this organ has almost lost its power to astonish 
us. We have long known that it produces a hormone 
which stimulates growth, and others—the prolans— 
which stimulate the ovary and testicle to activity ; 
more recently, a whole group of hormones acting on 
distant body tissues have been discovered in its 
substance. A few months ago J. B. Collip and his 
co-workers showed in our columns * that the anterior 
pituitary produces a hormone acting upon the adrenal, 
whilst workers in Germany have brought forward 
evidence of a pancreaticotropic factor. 

One of the most interesting fractions of the secretion 
of the anterior lobe of the pituitary is that now known 
as the thyrotropic hormone. It is difficult to state 
with precision who first discovered this hormone, 
but it is clear that the major share of credit belongs 
to Max Aron ‘ of Strasbourg. Since his communica- 
tion was published, a number of workers have investi- 
gated the chemical constitution and physiological 
activity of this substance. It has emerged that it is 
possible to extract from the anterior lobe of the 
pituitary an iodine-free preparation which, when 
injected into animals, will cause an increase in the 
basal metabolic rate. This increase does not occur if 
the thyroid has been removed. Continuous adminis- 
tration of the hormone leads to histological changes 
in the thyroid gland very similar to those of Graves’s 
disease ; when it is no longer injected the basal 
metabolic rate falls rapidly, but according to 
M. Krogh and A. L. Lindberg® the histological 
picture of the gland never returns to normal. 

Those who have worked much with this hormone 
have noticed that it is variable in action, and that 
some animals sour to be immune to its effects. 
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This observation has been carefully studied by Collip 
and E. M. Anderson, who now report (see p. 76) 
experiments which indicate that this lack of 
activity in certain animals is due to the presence 
of an inhibitory substance in the blood and tissues of 
the refractory animals. They have been able to 
inhibit the action of the thyrotropic hormone by the 
administration of extracts from immune animals, and 
in addition have shown that immune animals are still 
capable of responding to thyroid extract; which is an 
indication that the inhibitory substance acts between 
the pituitary and the thyroid, and not between the 
thyroid and the tissues. If further experiments can 
substantiate this interesting observation, then, as 
the authors point out, a new treatment of Graves’s 
disease may be available. The greatest caution, 
however, must attend the application of these results, 
since obviously a great deal of experimental work 
must be performed before it can be established that 
similar inhibitory bodies may occur in the human 
subject. 


WATER STERILISATION BY SILVER 


Tue oligodynamic action of silver, first described 
{and named) in 1893 by Naegeli, has latterly been 
utilised for the sterilisation of drinking-water, and 
strong claims have been made! for the efficacy of a 
process which is more or less a secret one. In a 
valuable paper read before the British Waterworks 
Association in 1931, Dr. E. V. Suckling said :— 

“It is a delicate process susceptible to interference by 

many factors such as temperature, turbidity, sulphides, 
chlorides, iron, and organic matter. As far as public 
water-supplies are concerned, the process is applicable to 
few and carefully selected cases. It is superior to chlorina- 
tion in certain minor respects, such as the entire absence 
of odour and taste production.... It may meet a long- 
felt need as a means of sterilising water in the case of 
small supplies, country homes, &c.” 
These conclusions he had fully justified by experi- 
mental work, and they are for the most part confirmed 
by the more recent observations of Mr. James 
Gibbard * of Ottawa. The process consists in allowing 
the water to remain in contact with a preparation of 
metallic silver, spread on the surface of unglazed 
porcelain, for a period which varies, of course, with 
the degree of pollution. Gibbard concludes from his 
studies that :— 

“ Although the application of the oligodynamic action 

of metallic silver to the treatment of water has some 
points of considerable interest, it cannot at the present 
time be recommended for practical use. Temperature, 
organic and inorganic constituents definitely influence the 
oligodynamie action of silver towards B. coli to a degree 
which renders the results unsatisfactory for pacers 
application.” 
This judgment, it will be seen, is a little more 
unfavourable than Suckling’s, and it follows from the 
experiments recorded. At the same time in some of 
them Gibbard does seem to have used liquids so 
contaminated as to render them obviously unsuitable 
for treatment by such a process. Clearly. the quantity 
of silver taken into solution or quasi-solution must 
be very small when the solute is metallic silver or a 
surface of oxide or some other sparingly soluble silver 
compound. The action most probably depends on 
formation of a compound, or other association, of 
silver with a bacterial protein, and it is likely to be 
slowed or stopped by the presence of substances with 
which silver associates itself more rapidly. The 
process is most suitable therefore for the treatment 
of f waters which, although of fair chemical purity, are 
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not entirely above suspicion; and to make much 
greater claims is to invite discredit for a method 
which probably has a real though limited range of 
utility. 


STRYCHNINE IN BARBITURATE POISONING 


THE use of drugs of the barbitone group is i increasing, 
and one must be prepared for cases of poisoning, 
whether by small accidental overdoses, by large doses 
taken intentionally, or by ordinary doses acting on 
a susceptible patient. In our last issue Sir James 
Purves-Stewart and Sir William Willcox wrote of 
the importance of hastening elimination of the poison 
by means of gastric and colonic lavage, and by lumbar 
or cisternal puncture and drainage at intervals of 12 
to 24 hours. They believe that cerebro-spinal drainage 
is the only hopeful treatment once pneumonia has 
supervened, and their case reports show the value 
of the method. The additional remedies they admin- 
istered—including atropine, caffeine, Coramine, strych- 
nine, and digitalis—were used as adjuvants only. 
Other authors, however, place their faith in drugs as 
a primary therapeutic measure—for instance, L. 
Ramond and J. Delay! recommend intravenous 
injections of coramine in cases of poisoning by bar- 
biturates and strychnine alike, saying that it is 
harmless and that they have given as much as 70 ¢.cm. 
in three days. C. P. Wagner? recommends a 0°5 
per cent. solution of picrotoxin intramuscularly or 
intravenously in doses between 5 and 10 mg. In 
poisoning by the drugs which act quickly it should, 
he says, be given in fairly large doses and frequently ; 
while for those with a prolonged action it should be 
given relatively slowly. Of late some interest has been 
aroused in France by the suggestion that strychnine 
and barbiturate drugs counteract one another. Jean 
Paraf and Jean Bernard * report a dramatic case of 
a woman who took 27 cg. of strychnine and recovered 
after five intravenous injections of 5 c.cm. of Somni- 
faine given at half-hourly intervals. Other French 
clinicians, on the other hand, have given accounts of 
success with repeated intravenous doses of strychnine 
in barbiturate poisoning. Mme. Bertrand-Fontaine 
and A. Claass ‘ report the case of a girl who took no 
less than 17 g. of veronal—about grs. 262—and was 
not discovered until ten hours afterwards ; she never- 
theless recovered after receiving 39 cg. of sulphate of 
strychnine and never showed at any time any signs of 
strychnine poisoning. No cerebro-spinai drainage 
seems to have been performed. Ramond and Delay * 
describe a fatal case of veronal poisoning in which 
62 cg. of strychnine was given without any signs of 
intoxication by it, and several other cases are reported 
which seem to afford evidence that lethal doses of one 
drug serve as an antidote to lethal doses of the other. 
H. W. Haggard and J. A. Greenberg ° say that a lethal 
dose of Gardenal in rats and dogs is neutralised by 
three times the lethal amount of strychnine when 
given in one dose, and that three times the lethal 
dose of gardenal can be neutralised by four times the 
lethal dose of strychnine given in three doses. The 
strychnine was given as soon as sleep came on. P. 
Harvier and J. Antonelli * have found that mice given 
a single lethal dose of gardenal recover if they are 
given a double lethal dose of strychnine a quarter of 
an hour after they go to sleep. Theoretically, there- 
fore, a severe case of barbiturate poisoning will need 
at least twice the lethal dose of strychnine, and the 





’ Bull. et mém, Soc. méd. hop. de Paris, 1933, xilx., 
* Jour. Amer. Med. Assoc., 1933, ci., 17 
* Bull, et mém. Soc. méd. hép. de Paris, 
* Ibid., p. 1177. 
* Jour. Amer. Med. Assoc., 1932, xeviii., 1113. 
* Bull. et mém, Soc. méd. hép. de Pasis, 1933, xlix., 


1464. 


1933, waite. 1324. 


1184. 





94 THE LANCET] 


LIGHTNING-STROKE 


[Jan. 13, 1934 





French authors declare that mice will not recover 
from a double lethal dose of gardenal, however much 
strychnine is given. They do not agree at all with 
their colleagues who regard repeated doses of strych- 
nine as a panacea for all cases of barbiturate poisoning, 
and point out that treatment depends on several 
factors of which a number of important ones are likely 
to be unknown, such as the dose taken, the interval 
of time, and the susceptibility of the individual. This 
last factor seems to vary considerably, but a more 
important one still is perhaps the individual sensi- 
tiveness to strychnine. Although the advocates of 
the strychnine method suggest that a patient poisoned 
with barbiturates can absorb large quantities of strych- 
nine without harm, yet Paraf, Dealy and Macrez ’ 
report a case in which only 23 mg. produced a severe 
tetanic crisis. Harvier and Antonelli suggest that 
strychnine acts by protecting the bulbar centres 
against the barbiturate, and that if the toxin is already 
fixed in these centres no amount of strychnine is of 
any use. The extent and mechanism of the strychnine- 
barbitone antagonism seems worth investigating, but 
until it has been worked out a practitioner can hardly 
be expected to administer doses of strychnine which 
in ordinary circumstances would be more than 
sufficient to kill his patient very painfully. 


LIGHTNING-STROKE 


THERE are two observations in connexion with the 
effects of high-tension electrical discharges upon 
human beings that are well established and very 
surprising. The first is that those who do not die 
immediately survive with remarkably few, or with no, 
after-effects. The second is that the effect of the 
discharge upon the body as a whole and upon its 
individual parts is essentially mechanical. In a 
monograph upon lightning and lightning-stroke, 


Dr. H. A. Spencer * gives many detailed descriptions 
of the course of events in lightning-stroke, and it 
is noteworthy that in those who survived even the 
severest shocks he records no harm other than the 


effects of burning or concussion. Similarly, Dr. 
Macdonald Critchley (see p. 68) shows that such 
neurological sequela as have been observed are in 
no way peculiar to this particular form of damage. 
Most observers have ascribed death from electric 
shock to sudden and permanent paralysis of the 
respiratory centre, although the histological changes 
are not those usually associated with death from 

hyxiation. From his study of the effects of 
sub-lethal shocks on rabbits and dogs, however, 
8. Koeppen * concludes that death is not due to any 
effect upon the respiratory centre; he finds that, 
on the contrary, respiration increases in rate and in 
force, but that the heart stops momentarily and the 
blood pressure falls, owing to an effect—purely 
peripheral—on the heart and blood-vessels. The 
fact that recovery, when it occurs, is usually complete 
makes it in any case unlikely that the damage to the 
nervous elements can be severe enough, apart from 
shock, to cause death. 

The most striking effect of lightning shock upon 
the body as a whole is the mechanical one ; just as 
a tree may be riven and split into fragments or a 
house roof scattered in all directions, so the person 
struck may be hurled many yards and all clothing 
stripped off in fragments. If he is standing when 
struck, the top of his head has always a lump of 
effusion into and beneath the scalp as from a heavy 
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blow, and within the body the peculiar histological 
changes found after death are explicable only as 
due to the sudden liberation of mechanical forces 
in a number of different places. G. B. Hassin,'° 
who has lately examined the brains of five healthy 
men killed by legal electrocution, reports that the 
characteristic change is the presence of gaps, rents, 
or tears in the central nervous system ; these are the 
result of violent distension of the smaller subarachnoid 
spaces, of the perivascular spaces and of the myelin 
sheaths of the nerves. The violence responsible 
for this was formerly ascribed to the highly compressed 
air forced before the lightning flash, but this explana- 
tion is almost certainly incorrect ; the effects are too 
local, and the discharge travels much faster than 
does any wave of compression in air. Hassin himself 
is still content to refer to the “jarring ’’ mechanical 
effects of the electric shock, but to speak of the 
“shock ” of the discharge in this way is to abuse an 
accepted figure of speech. All other observers 
explain these mechanical effects in terms either of 
electrolysis or of heating; but these explanations 
again are unsatisfactory. Electrolysis with liberation of 
gases may be the result of a bipolar discharge in a 
conducting liquid but it does not result from an 
unidirectional discharge through a conductor such 
as the body. The heating effect of the discharge 
may be very great, but it does not lead to expansion 
of the solids or of the liquids of the body sufficient 
to give these wide rents or gaps, and in any case 
contraction would again take place on subsequent 
cooling. It is not conceivable that the heat could 
boil the fluids in the brain, and give rise to disrup- 
tion by steam pressure, without at the same time 
causing widespread coagulation of the tissues. 

In attempting the explanation both of the gross 
mechanical effects on the body and its clothing, 
and of the minute changes within the nervous system, 
an important possibility seems to have been over- 
looked. The sudden passage of an electric discharge 
on to and into a body, such as occurs when it is struck 
by lightning, results in violent mutual repulsion of 
all its constituent parts now similarly charged to an 
enormously high potential. If a man is struck when 
standing near another conductor, such as a tree 
trunk, he is violently repulsed from the tree and hurled 
many yards away. The individual parts of the 
tree become mutually repellent and it bursts into 
fragments if it is already hollowed and weak, or splits 
asunder if it is solid and strong. Similarly, the man’s 
clothes, burnt through along lines that cover the 
burn-marks on their wearer's skin, are repelled from 
him and may be widely scattered. In all this there 
is evidence of strong mutual repulsion—not of the 
most violent force in any one direction. In the same 
way, the forces of mutual repulsion are maximal, and 
local distension is greatest, wherever within the body 
the charge is most concentrated—i.e., along the lines 
of the best conductors. This explains the maximal 
distribution of distension in the various spaces 
occupied by the cerebro-spinal fluid, which is a much 
better conductor than the nerve tissue and better 
than the blood. Further, it explains the ballooning 
of the myelin sheaths around the broken-up axons 
of the nerves, which are also good conductors. 


Dr. Michael Grabham, Senior Fellow of the Royal 
College of Physicians of London, completed his 
ninety-fourth year on Wednesday last. Dr. Grabham 
has been a resident in Maderia for some sixty years, 
and it is fifty-four years since the first edition of his 
work on the climate and amenities of the island 
made appearance. 
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SPECIAL ARTICLES 


UNDULANT FEVER * 


By Str WELDON DALRYMPLE-CHAMPNEYS, Bt., M.D., 
M.R.C.P. 


I PROPOSE to concentrate here chiefly on the part 
played by milk in the conveyance of undulant fever. 
In order to give some idea of the importance of this 
problem it is necessary first to give some facts about 
the incidence of the disease, and I would say at once 
that I have no wish whatever to exaggerate its impor- 
tance or to pretend that it is as great a scourge among 
us as, say, tuberculosis. It is, however, a disease 
which we know causes a great deal of suffering and 
misery to its victims and occasionally even proves 
fatal. 

The incidence of undulant fever in this country is 
not known, for the disease is not compulsorily 
notifiable. Moreover, its very nature is still unknown 
to many members of our profession, and the possi- 
bility that it is the cause of a continued or obscure 
pyrexia is borne in mind by only a small proportion 
of practitioners. It is, however, gradually becoming 
better known, and the improvement in diagnosis is 
reflected in the increasing number of cases which 
have come to my notice since I wrote my report for 
the Ministry of Health in 1929. Neglecting for our 
present purpose the few scattered cases occurring in 
the earlier years when the disease was not looked for, 
the figures in my series by year of incidence are as 
follows :— 

Year. 
1928 
1929 
1930 


These figures refer to England and Wales only, not 
to Scotland (where 59 cases are known to have 
occurred). This steady and fairly rapid increase most 
probably represents, as I have said, improved diag- 
nosis rather than increased incidence. These figures 
and the others I shall give refer to well-authenticated 
cases of endemic origin and exclude laboratory 
infections. My whole series comprises 198 such cases 
with an average agglutination titre of about 1 in 1600. 
In this series there were five deaths, and the average 
duration of the fever—apart from a convalescence 
which was often prolonged—was about 11 weeks. 
The causative organism was isolated from the blood 
in ten cases, from the urine in four cases, and in one 
case of osteomyelitis from the pus. 

With regard to the age-distribution, 25 of the 
patients were under 19 years of age, seven being less 
than 8 years of age, and 18 between 8 and 19. 

MILK AS A SOURCE OF INFECTION 

Having given these few general figures, I will turn 
to the réle of milk in this infection. In 1897 Bang, 
the great Danish bacteriologist, showed that con- 
tagious abortion in cattle—the greatest cause of 
financial loss to dairy farmers and stock-breeders- 
was due to a small coccobacillus which he called the 
Bacillus abortus, but which is now generally known 
as the Brucella abortus after Sir David Bruce. It was 
not, however, until 1918 that any connexion was 
suspected between Bang’s bacillus and the Micrococeus 
melitensis (now known as the Brucella melitensis) 
which Bruce had shown in 1886 to be the cause of 


* An address given to the Medical Officers of Schools 
Association on Dec. 8th, 1933. 


Year. 





Mediterranean or Malta fever. In 1918, however, 
Alice Evans, in America, demonstrated the very close 
relationship between these two organisms, and this 
naturally led to the investigation of Bang’s bacillus 
as a possible cause of Malta or (as Hughes had 
suggested in 1897 that it should be called) undulant 
fever in man. This investigation proved so fruitful 
that in the years following Evans's discovery hundreds 
of cases of undulant fever in man, both in the United 
States of America and in many other countries, were 
shown to be due to Bang’s bacillus infecting cattle 
and other animals. In 1922, 1 case of undulant fever 
was reported in the United States ; in 1927, 217 such 
cases were recognised ; and in 1931, 1545 cases were 
notified. Similar investigations carried out in other 
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Known cases of undulant fever in England and 
year of origin. 


countries, more particularly in Denmark, Sweden, 
Holland, and Germany, have led to similar discoveries, 
and in these countries the cow has been shown to be 
by far the most important reservoir of the infection. 

In 1914 Kennedy demonstrated the presence of 
agglutinins for organisms of the brucella group 
(which includes the Micrococcus melitensis, Bang’s 
bacillus and allied organisms) in the milk and blood- 
serum of cows in London. This work, which was 
confirmed by Bassett-Smith and by Cummins, 
Coppinger, and Urquhart was interrupted by the war, 
but in recent years many workers in this country 
have obtained similar results. 

Contagious abortion in cattle is, unfortunately, not 
a notifiable disease in this country, but experienced 
veterinarians are agreed that something like 80 per 
cent. of our milch herds are infected with Br. abortus, 
and that most if not all infected cows excrete this 
organism in their milk at some time during their 
infection, which is usually life-long. Examinations 
of the milk-supply of various large towns in England 
and Scotland by guinea-pig inoculation (the most 
reliable test) during recent years have revealed 
that something like 25 to 30 per cent. of the mixed 
unpasteurised milks entering these towns contain the 
Br. abortus. 

Now what evidence is there of infection by cow’s 
milk in the human cases of which we have records ? 
Such evidence is not always easy to obtain, but I have 
particulars of this kind relating to 147 cases in my 
series. Of these 147 patients 141 were consumers of 
raw milk—i.e., milk which had not been boiled or 
pasteurised—and it is important to note that two of 
these patients drank Certified milk (the highest grade 
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of milk designated under the Milk (Special Designa- 
tions) Order, 1923), three drank Grade A (tuberculin 
tested) milk, and four drank Grade A milk. One of 
these Certified milks and two of the Grade A milks 
were shown to be heavily infected with Br. abortus. 

In 45 of the total 141 cases in which raw milk or 
cream had been drunk either the herd was known 
to be suffering from contagious abortion, or/and 
Br. abortus was grown from the milk, or/and agglu- 
tinins for Br. abortus were found in the milk, blood, 
or both of the cows. In seven of these cases, however, 
the patients had been in direct contact with infected 
animals so that, if these seven cases in which direct 
contact may have played a part are deducted, we 
are left with 38 patients who drank raw milk which 
was probably or certainly infected, and who are 
believed to have had no contact with infected 
animals, and 96 cases in which raw milk or cream 
had been drunk and there had been no known contact 
with infected animals, but in which there was no 
confirmatory evidence of the infection of the milk. 

It would appear then that cow’s milk is far the 
commonest source of infection in this country, but 
that other possible sources of infection must also be 
considered. What are they? Cream is certainly 
one, as the cream of infected milk usually contains 
more organisms per cubic centimetre than the 
remainder of the milk. One case in which cream 
but no milk is said to have been drunk is included 
in the series I have just analysed, but it is quite 
possible that some of the patients in my series who 
denied drinking raw milk had nevertheless drunk 
unpasteurised cream. 

“If cream ” (it may be said) ‘“‘ why not butter?” 
That butter made from unpasteurised milk may 
contain the organism seems certain from the work 
of Lerche and others, but to what extent Br. abortus 
survives in market butter is not known at present. 
As regards cheese the organism occurs in fresh 
cheeses made from unpasteurised milk, but does not 
survive in the ordinary matured cheeses, 


PREVENTION OF THE DISEASE 


Do the common domestic animals apart from 
bovines convey infection? Instances in which dogs 
have caused small epidemics of the disease are on 
record, but it is not known to what extent, if at all, 
dogs in this country are infected with the causative 

. Br. abortus has also been isolated in pure 
c from a considerable number of cases of 
fistulous withers and poll-evil in horses, but whether 
human beings are ever infected from this source is 
not known. 

Let us return then to milk. It will be remembered 
that nine of the patients in my series drank graded 
or designated milks, the milk in five of these cases 
being from tuberculin-tested herds. Such herds are 
probably just as often infected with the Br. abortus 

as ordinary herds, so that safety from undulant fever 


cannot be secured by drinking only the highest grades 


of milk. Such safety (so far as milk is concerned) 
can only be secured in fact in one of three ways— 
either by not drinking milk or cream at all, by only 
— m lk or cream from abortus-free herds (it 

uite possible to get a herd free from infection by 
=m usion of reactors to the agglutination test and by 
taking precautions against reinfection), or by con- 
suming only pasteurised milk and cream. The last 
alternative is obviously the best, and is the one on 
which, in my opinion, all medical officers of schools 
should insist, failing the adoption of the second 
alternative. Pasteurisation, properly carried out, 
kills the Br. abortus with certainty, in fact far more 





easily than the tubercle bacillus. The efficacy of this 
precaut on is shown by the fact that in my series of 
198 cases only nine occurred in London, where over 
90 per cent. of the milk is pasteurised, and of these 
London patients, seven were known to be consumers 
of raw milk, whilst in the two other cases there is not 
sufficient information available for an opinion. In 
illustration of the safety conferred by pasteurisation, 
I may mention a case which is not included in my 
series since the patient is still ill. This patient is a 
doctor whose little daughter contracted undulant 
fever nearly two years ago, most probably from the 
raw milk supplied to the house from a local farm. In 
view of this probability the doctor’s wife changed 
over to a pasteurised milk-supply for her family and 
household, but the doctor continued to drink raw 
milk from the neighbouring farm. At the beginning 
of last month the doctor contracted undulant fever. 
The moral is obvious. 


WHY IS UNDULANT FEVER UNCOMMON ? 

One question which must occur to anyone who 
studies this disease is why there are apparently so 
few cases of undulant fever when such a large pro- 
portion of the milk-supply contains the causative 
organism. The answer is not easy to give, but the 
following points are worth noting. 

First there is a possibility—-which I personally 
regard as a very strong probability—that the cases 
of which I have records represent only a fraction of 
those which actually occur in this country. I have 
already referred to a few of the facts which favour 
this view, but some people are, I find, very unwilling 
to accept it. In this connexion the following remarks 
in a letter which I recently received from Miss Alice 
Evans, to whose classical discoveries I have already 
referred, may be of interest. Miss Evans writes : 


“Your conviction that many cases in your country 

pass unrecognised agrees with my conviction in regard 
to the disease in this country [the U.S.A.]. I think 
— most of the acute cases which are attended 
y competent physicians receive the correct diagnosis. 
[The italics are mine.] Not all are reported, however, 
because undulant fever is not a reportable disease in 
many States. Iam convinced that there must be a great 
deal of ill-health due to the chronic type of the disease, 
and these cases practically never receive a correct 
diagnosis.” 
Such words from a very cautious and experienced 
worker carry great weight, and in view of the fact 
that the profession in the U.S.A. are far more alive 
to the possibility of undulant fever as a diagnosis 
than their English confréres, Miss Evans’s opinion 
must apply with increased force over here. 

Secondly, it is almost certain that infection resulting 
in immunity can occur without recognisable clinical 
disease. Thus immunity ht be acquired in infancy 
from drinking infected nil and maintained by the 
same means until a change-over to whisky in adult 
life resulted in a loss of immunity, and hence the onset 
of clinical disease when milk was again drunk. There 
is a good deal of evidence both for and against this 
view, but it can still, I think, be regarded as a possible 
partial explanation. 

Thirdly, there is the possibility that the majority 
of bovine strains in this country have a low patho- 
genicity for man. If this is so, then individual suscep- 
tibility must play an important part in determining 
infection, for I have hardly any records of more than 
one case occ in the same family, though usually 
the whole household is on the same milk-supply. 

And finally there is the possibility that a lowering 
of the individual’s resistance due to some other cause 
opens the door to infection. Certainly a history of 
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vague ill-health for days or weeks preceding the 
onset of the fever—or I should rather say its detection— 
is very common, but I find it hard to decide whether 
this is illness of a different kind predisposing to 
undulant fever or just a gradual onset of the disease. 

Whatever may be the true explanation (if indeed 
there are not several factors at play) the fact remains 
that a far from negligible number of persons do 
contract the disease each year from drinking raw milk, 
and that their illnesses are often quite severe and 
occasionally fatal. In view of these facts, is any school 
medical officer justified in recommending the use of 
raw milk (unless from abortus-free and tuberculin- 
tested herds) by the children under his care? What 
would be thought of a medical man consulted about 
a water-supply who replied, “It is true that this 
water contains typhoid organisms and that every 
year a few people get enteric fever from drinking it, 
but the cases are so few that you need not bother 
about it” ? 


In conclusion, may I suggest that undulant fever 
should not be regarded as a last resort in diagnosis, 
but as a definite possibility in all cases of irregular or 
prolonged fever. And may I also ask for details of 
any cases that come to notice, so that the records 
which I am keeping for the Ministry of Health and 
the Agricultural Research Council may be as complete 
as possible. 





NATIONAL HEALTH INSURANCE IN 
JAPAN 
(BY A SPECIAL CORRESPONDENT) 


THE Japanese scheme of health insurance presents 
some features of special interest, particularly in the 


arrangements made for the medical treatment of the 
insured persons, which have no counterpart elsewhere. 
In no other national scheme does the medical pro- 
fession take so important a part in the administrative 

ments or assume so much collective responsi- 
bility, and, perhaps in consequence of this, in no 
country are the relations between the insurance 
authorities and the insurance doctors more harmonious. 


THE INSURED PERSONS 

The Japanese Health Insurance Act was passed 
in 1922, but, mainly to afford ample time to build 
up the administrative machine so that it would be 
in good working order from the start, the Act did not 
come into operation until July, 1926, when contribu- 
tions became payable, the provision of benefits 
beginning in the following January. Health insurance 
is compulsory for all persons employed in undertakings 
to which the Mining Acts or the Factory Acts apply— 
namely, mines, and factories where ten or more 
persons are employed or where the workers are subject 
to special risk of accident or disease. Administrative 
employees whose annual remuneration exceeds 1200 
yen (about £120), and persons temporarily employed, 
are excluded from compulsory insurance. Persons 
who cease to be compulsorily insured may, under 
certain conditions, continue in insurance as voluntary 
contributors, and persons employed in specified 
industries not subject to the Mining or Factory Acts 
may by a majority elect to come as a body under the 
compulsory provisions of the Insurance Act. The 
number of insured persons is about 2,000,000, rather 
more than 3 per cent. of the total population. 

Both the insured persons and their employers 
join in contributing to the cost of the scheme. The 
employer pays the joint contribution, and is then 
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entitled to deduct the insured person’s share, usually 
one-half of the total contribution, from his wages. 
The amount of the contribution is not uniform, as 
in the British scheme, but, following the practice 
of the continental schemes, varies with the remunera- 
tion of the insured persons, who, for the purposes 
of the scheme, are classified into 16 wage groups. 
The rate of the joint contribution is ordinarily 4 per 
cent. of the basic daily remuneration, and although 
the employer’s share is usually one-half, it may be 
increased to as much as two-thirds in respect of 
persons employed in dangerous or unhealthy occu- 
pations. The State makes a contribution, which 
amounts to 10 per cent. of the cost of the benefits. 


ADMINISTRATION 

The scheme is under the general supervision and 
direction of the Minister for Home Affairs. Disputes 
concerning benefits are heard by local health insurance 
inquiry commissions of first instance, of which there 
are 47, one in each prefecture. A local commission 
consists of officials, or ‘‘ men of erudition and experi- 
ence,’ employers, and insured persons in equal 
numbers. Parties dissatisfied with decisions of these 
bodies may appeal to the health insurance inquiry 
commission of second instance, which is similarly 
constituted, and ultimately to the central commis- 
sion. The members of the various commissions are 
appointed by the Imperial Cabinet on the recom- 
mendation of the Minister for Home Affairs. 

The benefits provided by the scheme are adminis- 
tered by the State or by the health insurance societies, 
of which there are about 700. The societies are all 
formed by employers for the persons employed in 
their respective undertakings. A person or firm 
employing not less than 300 persons may with the 
consent of a majority of the employees form a health 
insurance society, which the employees must join. 
The society, however, requires the approval of the 
Minister for Home Affairs to give it legal status. 
Persons not belonging to a health insurance society 
must insure with the State, which has an insurance 
office in each prefecture. About one-half of the 
insured persons are insured with the State. 

BENEFITS 

Cash benefits are paid during periods of incapaci- 
tating sickness, on confinement, and at death. The 
rate of sickness benefit is equivalent to 60 per cent. 
of the insured person’s remuneration, and the benefit 
is payable for 180 days; there is a confinement 
benefit for insured women of 20 yen, and a maternity 
benefit, paid for four weeks before and six weeks after 
confinement, which is equivalent to 60 per cent. of 
the woman’s remuneration. The funeral benefit 
consists of a payment of 30 yen in cash. 

Medical benefit comprises medical and dental 
treatment, including specialist services, hospital 
treatment, and n services. Insured persons 
are entitled to medical benefit for 180 days in the 
same illness, or for 180 days in any one year in different 
illnesses, and have free choice of doctor—specialist 
as well as general practitioner—and dentist. The 
arrangements for the provision of medical treatment 
are of special interest. The insurance carriers— 
namely, the State and the health insurance societies— 
are responsible for the provision of medical benefit, 
and at the inception of the scheme the State, as the 
insurance carrier for one-half of the insured population 
instead of making arrangements with individual 
doctors, entered into an agreement with the Japanese 
Medical Association by which the association under- 
took to provide all the medical services required. 
The association, under the agreement, receive all the 
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money available for the medical treatment of the 
persons insured with the State, which is calculated 
monthly by multiplying the number of those persons 
at the end of each month by one-twelfth of 7.4267 
yen. For this remuneration, which is to be increased 
when epidemic disease is exceptionally prevalent, 
the association assumes responsibility for the pro- 
vision of medical treatment, and for the maintenance, 
by intra-professional discipline, of an efficient medical 
service. Most of the health insurance societies have 
made similar arrangements with the association, 
which thus takes a position in the Japanese health 
insurance scheme which is without parallel in any 
other country. 


THE JAPANESE MEDICAL ASSOCIATION 


In Japan, as in most other countries, the effective 
organisation of the medical profession is a recent 
development. The first association of medical practi- 
tioners was formed in 1874 as a private voluntary 
body. It was followed by other organisations, 
notably the Meiji Medical Association, consisting of 
graduates of the Imperial University, and sharp 
differences arose between them on various questions of 
medical politics. The nucleus of the present associa- 
tion was formed in 1903, chiefly owing to the efforts 
of the late Baron Kitasato, who, like the late Sir 
Victor Horsley, devoted much time and energy to 
the organisation of the medical profession of his 
country. 

In 1923 the association became a statutory body 
and membership was made compulsory upon all 
medical practitioners. The first president was Baron 
Kitasato, who on his death in June, 1931, was 
succeeded by Dr. Taichi Kitashima, the present 
president. 

The organisation of the association is similar to 
that of the American Medical Association. The local 
practitioners join the local county or municipal 
medical societies, of which there are 694, and these 
are grouped in 47 prefectural societies, which unite 
to form the Japanese Medical Association. All 
practising doctors are required by law to join the 
local medical society. 

All doctors engaged in clinical practice must be 
available for the treatment of insured persons, and 
cannot relinquish insurance practice without the 
consent of the association. The insurance doctors 
receive their remuneration from the association, 
which has chosen to adopt the payment per 
attendance system, and has drawn up a list of 
services, containing 287 items, each of which carries 
a number of points varying from 1 point for a 
urethral irrigation to 400 points for a cholecystectomy 
or similar operation. The money available is distri- 
buted monthly among the insurance doctors in propor- 
tion to the number of points allocated to each doctor 
by the prefectural medical society, after scrutiny of 
the doctor’s monthly statements of services rendered. 
The duties of the insurance doctors are set out in 
the agreement between the Government and the 
association, and for the most part are expressed in 
general terms. It is considered unnecessary to lay 
down detailed regulations for the conduct of insurance 
practice. The association is given in large measure 
a free hand to see to it that the insurance doctors 
shall ‘‘ in consideration of the spirit of health insurance, 
engage in the examination and treatment with fair 
and warm attitude, and without any discrimination 
whatever between insured persons and general 
patients.” 

So far as I, a foreign observer, was able to form 
an opinion the association has been remarkably 


successful in carrying out the important duties with 
which it has been entrusted. Insurance practice 
maintains a high standard of efficiency, and the 
arrangements for medical treatment give general 
satisfaction. Japan has had no practical experience 
of the friction and disputes that have impeded the 
progress of health insurance in some European 
countries. The doctors give good service and the 
value of the doctor’s services is recognised. This 
result must largely be attributed to the work of the 
association, which as a statutory body takes an 
important place in the community and exercises an 
immense influence on the individual practitioners. 


DENTAL TREATMENT 


The arrangements made for the provision of dental 
treatment under the insurance scheme resemble those 
made for medical treatment. The Japanese Dental 
Association, which is organised on the same lines as 
the J.M.A., assumes full responsibility for the dental 
treatment of the persons insured with the State, 
and of many of those who are members of the health 
insurance societies. The insured persons have free 
choice of dentist, and in many respects the conditions 
applying to the provision of medical treatment apply 
also to dental treatment. 





MEDICINE AND THE LAW 


Standing Mute of Malice 


Last week at the Middlesex sessions Francis 
Martin, aged 30, declined to speak when charged 
with housebreaking. A jury therefore had to decide 
whether, in the old legal phrase, he stood ‘‘ mute of 
malice ’’ or “‘ mute by the visitation of God.” The 
evidence was that his speech and hearing were normal ; 
Dr. H. A. Grierson, the Brixton prison medical officer, 
said Martin had conversed with him that very day. 
The jury found him “ mute of malice,” whereupon 
a plea of “not guilty’’ was automatically entered. 
He was tried next day on the housebreaking charge. 
The householder described how he returned home 
and on the stairs found Martin, whose explanation 
was that he was a police constable in pursuit of a 
thief. At the trial Martin again refused to speak ; 
he was found “ guilty’ and, this not being his first 
offence, was sentenced to 20 months’ imprisonment. 
The ehairman directed that the sentence should be 
written down for the prisoner to read. A police 
inspector stated that, soon after he had been arrested, 
Martin said ‘if he (the householder) had been a few 
minutes later, I should have got all he had and been 
away.” The chairman seems to have concluded 
that the muteness was assumed in order to annoy 
the court. 

The law was not always so reasonable towards 
persons standing mute. By an arbitrary rule of the 
common law to stand mute in treason or misdemeanour 
was reckoned a confession of guilt, but to stand mute 
in felony was not. In the dawn of our criminal pro- 
cedure, when our forefathers had not long abandoned 
trial by ordeal (asystem whereby the result of the trial 
was deemed left to divine intervention), there was 
an idea that a man accused of felony must not be 
tried by the mere human agency of a jury unless he 
consented. Edward I. directed that evil-doers who 
would not “‘ put themselves upon inquests,”’ i.e., sub- 
mit to be tried by jury, must be put in prison forte et 
dure for refusing to stand to the common law. Soon 
afterwards, legal history assures us, anyone who 
would not consent to be tried was remitted to prison, 
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put into a low dark room, stripped and laid on his 
back with nothing beneath him, his hands and feet 
drawn by cords to the four corners of the room. It 
was ordered “that as many weights be laid upon 
him as he can bear, and that he shall have no manner 
of sustenance but the worst bread and the worst 
water, and that he shall not eat the same day in which 
he drinks nor drink the same day in which he eats, 
and that he shall so continue until he die” or until 
he answers. Under this species of judicial homicide, 
men seem sometimes to have lingered for 40 days. 
Subsequently what was known as the peine forte et 
dure was evolved ; to extort the man’s consent to 
be tried, he was crushed under a mass of iron till he 
yielded or died. Some prisoners, it is said, preferred to 
die rather than plead; by dying unconvicted they 
preserved their property for the benefit of their 
families unforfeited. This grotesque and barbarous 
torture was not formally ended till 1772, when it 
was enacted that anyone standing mute on arraign- 
ment for felony or piracy might be convicted as if 
his guilt had been established by confession or verdict. 
In 1827 another Act (which also abolished benefit of 
clergy) provided that, on refusal to plead, the court 
could order a plea of “not guilty” to be entered. 
It was under this provision that Martin’s case was 
dealt with. 


Deafness as a Disability for Drivers 


At a Sutton inquest on Jan. 4th on the death of 
an old lady who had been injured by a motor-car, 
the motorist who gave evidence was found to suffer 
from deafness. Equipment was placed on the table 
of the court to enable him to hear the coroner's 
questions. There seems to have been no reason to 


suppose that the injuries had any connexion with 
the driver's deafness; the jury returned a verdict 


of ‘accidental death’? and added no rider. The 
coroner suggested that the motorist should soention 
his disability when applying for a licence. A solicitor 
appearing for the motorist pointed out that deafness 
is not specified as one of the disabilities to be dis- 
closed either in the section of the Road Traffic Act 
which deals with applications or in the statutory form 
to be filled in by the applicant. The form mentions 
epilepsy, sudden attacks of disabling giddiness or 
fainting, eyesight, loss of hand or foot, and defect 
of movement, control, or muscular power of either 
arm or leg, but says nothing about deafness. The 
coroner seems to have referred to the additional 
words both in the Act and on the form which require 
disclosure of any other disease or disability which 
would be likely to cause the applicant’s driving to 
be a source of danger to the public. The solicitor 
replied that his client’s deafness could not be deemed 
a disability of this kind inasmuch as he had driven 
150,000 miles without hitting anything. 

It is possible that if an applicant were refused a 
licence on account of deafness the reviewing authority 
might decline to interfere. But there are many deaf 
persons who prove themselves careful drivers. It 
would seem hard that a careful driver with a clean 
record should now be disqualified by an accident 
for which he was in no way to blame. 





MiLFoRD CoTraGE HospitaAL.—The Mayor of 
Lymington, Councillor W. E. Kirkman, recently opened 
a new wing of this hospital, containing two wards of 
two beds each and a smaller one for emergencies. It 
is hoped thus to provide for patients who do not wish 
to go into the general wards and cannot afford private 
rooms. 


THE POOR IN NEWCASTLE 
FOOD AND RENT 


THE Newcastle Dispensary has issued the report of 
an investigation by Miss Doris G. Rogers, who is 
studying conditions of life in families conneeted with 
the Dispensary. The following is a summary of her 
observations. 

A preliminary inquiry into the income of 230 
families revealed that after deduction of the cost of 
rent, heat, light, insurance, and clothing, the majority 
appeared to be left with inadequate resources for the 
purchase of their food. It was therefore thought 
desirable to make a more detailed examination of the 
actual diet obtained under these conditions. A 
number of households were requested to keep actual 
daily accounts of every item of expenditure for one 
week. Of these, 36 budgets were accepted and they 
brought the diet of 211 persons under inspection. 
The selection was made by taking the average samples 
of families who had at some time attended the 
dispensary. Outstandingly bad cases and families 
handicapped by illness were deliberately avoided : 
the object was to investigate only cases representative 
of the average type of unemployed in both “slum ” 
and “‘ new housing” areas. The term “slum ”’ is here 
used in its ordinary rather than in its legal sense, 
being applied to old tenement properties. In 
Newcastle-upon-Tyne in 1932 there were 3092 one- 
roomed tenements and 5781 two-roomed tenements. 

In the first place the arrangements for food storage 
in the 25 slum homes that were visited were found to 
be very unsatisfactory. Where these conditions 
prevailed, the budget books showed that the house- 
wives bought supplies in halfpenny and penny-worths, 
thus losing the economic advantage of getting their 
stores in weekly quantities. In the new housing areas, 
on the other hand, there was ample provision for food 
storage and the bulk of the food was bought weekly. 

The families examined were divided into the 
following groups: (a) unemployed in slum areas, 22 ; 
(6) unemployed in new housing area, 11; and (c) 
families in regular employment living in slum areas, 3. 
The mean family income in the 33 unemployed families 
was 32s. 4d.; the families in slum property showed 
a mean income of 32s. 104d. and those in new property 
an income of 30s. 44d. Most of them were in debt by 
the end of the week. 

The families living under slum housing conditions 
showed a mean rental of 5s. 10}$d. per family, 
amounting to about 18 per cent. of income. This 
average is affected by the exceptionally high rent 
which was paid in two cases, amounting to 25 per cent. 
of income. In the new housing area the rent mean is 
9s. 23d., or 30 per cent. of income. After deducting 
all “ essential’’ expenditure, which includes heat, 
light, insurance, clothing, cleaning materials, medicine 
and medical payments, the “ available’ food income 
in the slum areas amounted to 15s. 84d. per family per 
week. In the new housing area there was an “ avail- 
able’ food income of 12s. 63d. per family. These 
balances must also provide for such items as cigarettes, 
newspapers, church collection, coppers for the 
children, and pocket-money to the husbands. Of 
these non-essentials the expenditure amounted to 
1}d. per person in the new housing areas and to rather 
less than 2d. in the slum area. 

The three families in employment lived under 
typical slum conditions and were in no wise selected 
for their housekeeping abilities. Table 1 summarises 
the mean expenditure of the three groups of people. 
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The figures make it evident that: (a) the balance 
of income left for food after deduction of essential 
expenditure is low ; (6) the slum-dweller has a wider 
margin left than those who have removed to better 
housing conditions; (c) the employed families in 
slum areas have an increased food income which they 
utilise largely for that purpose ; (d) even the employed 
families have very little margin for food and non-essen- 
tials, and an increased rent or other emergency 
expenditure would mean a reduction of this margin. 


TABLE I 


! 





Unemployed. | Employed, 


| Slum area. | Stem hansing Slum area. 
; 





| 22 3 
o | 4-38 | 3-99 4-84 
.. | 328. 104d.| 308. 44d. 538. 84d. 
% ofincome.. | 17:87% | 30-3% 101% 
xpenditure % 
oe -- | 4489% 39-0% 50-71% 
oe man ” per j | 
e oe ° 41-2d. | 37 -25d. 66-5d. 





The food purchased by these families was analysed 
into its constituents, proteins (first and second class), 
fats, carbohydrates, and calories. Table II. makes a 
comparison between the foods purchased (by all the 
unemployed families) and the standard accepted up 
to the publication of the British Medical Association 
report. This ‘‘ previously accepted standard "’ gives 
3000 calories and 37g. of first-class protein. Ten 
per cent. is allowed for wastage. Table III. shows the 
comparison between the goods purchased and the 
new B.M.A. standard in which the allowance is 
3400 calories with 50 g. of first-class protein. This is 
not subject to any deduction for wastage. 


TaBLe II.—Comparison of Dietary Analysis with 
‘“* Previously Accepted Standard” 





a Average Deficit. 
standard findings. % 


lst class protein l 20-06 g. 45-7 
2nd Be 42-17 ,, 33-0 
68-0 ,, 32-0 
388-72 ,, 2-82 
2488-73 17-04 











TaBLe III.—Comparison of Dietary Analysis with the 
B.M.A. Standard 





} BMA, | Average Deficit. 
Fes | standard. findings. % 





| 
lst class protein .. | 50 g. . s 55°42 
2nd 6-30 


” ” * 50 ” 
Fat .. Mt ws 100 ,, . ’ 
Carbohydrates oo | Rms 431-91 ,, 
Calories ge - 3400 2765-25 


} 


Tables II. and III. show that, on both scales, the 
diet is below the standard in every instauce. The 
deficiency is most marked in the first-class protein and 
in the fats. The next step was to consider these 
groups separately and it was decided that, for further 
comparison only, the B.M.A. standard would be used. 
Table I11.B shows the analysis of foods purchas ed by: 
(1) unemployed in slum areas; (2) unemployed in new 
housing area; and (3) the employed families. 

From these Tables it is clear that the unemployed 
families living in slum areas are subsisting on a diet 
considerably below the B.M.A. standard. Those from 
the new housing areas, whose purchasing power was 
lower, show an even greater deficiency in first-class 
protein and fats. It will be seen, however, that the 
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employed families come remarkably near the standard 
in each item of diet except first-class protein. These 
people had a food expenditure of 5s. 6}d. per ‘‘ man ”’ 
perweek. This figure is a little below the “ mean ”’ cost. 
estimated by the B.M.A. Committee. It may therefore 
be postulated that given the necessary purchasing 
power they have a fairly good idea of how to spend 
their money. 


TABLE III.B.—1. Unemployed in Slum Areas. 


| B.M.A. | 
standard. 





- class protein .. | 50 g. 
ni ” ” ee | ” 
fat .. + 100 ,, 
Carbohydrates os 
Calories be 3400 
2. Unemployed in New Housing Areas 

1st class protein 
2nd ,, ” 
rat .. 2% 
Carbohydrates 462:3 .. 
Calories oa 2873-10 
3. Employed in Slum Areas 
Ist class protein 

2nd ,, o» 

Fat .. Ju 
Carbohydrates 
Calories nde 


The amount of milk consumed by the 
described as surprisingly low. It is their practice to 
buy a small quantity of tinned milk for the week's 
supply and only to purchase }-1 pint fresh milk for 
the Sunday pudding. In the slum area the average 
purchase per head per week was 0°39 pint of tinned 
milk plus 0°33 pint of fresh milk. (In the new housing 
area the total rose to 0°85.) Many families made no 
provision for extra milk for the younger children. 

The amounts of the vitamins and mineral salts in 
the diets cannot be analysed, but the shortage of the 
foods which supply these indicates a very possible 
scarcity in this essential contribution to an adequate 
diet. The expenditure per head on fruit was 0°27d. 
per head in the slums and 0°26d. in the new housing 
areas, while the corresponding expenditure on 
vegetables other than potatoes was 0°91d. and 061d. 


SUMMARY 

The budgets of 33 unemployed families and 
3 employed families were investigated. The unem- 
a tay were found to be living on a diet markedly 

ow the standard considered necessary to maintain 
health and working capacity. According to the 
B.M.A. standard the deficiency in first-class protein 
amounted to over 50 per cent. in slum areas and over 
65 per cent. in new housing areas. There was also a 
shortage of fats. The greater deficiencies in the new 
housing area were the result of the higher rentals. 
There is evidence from the employed “slum ”’ 
families’ budgets that where there is a larger “ avail- 
able food income” the increase is used for food, and 
on the whole, wisely spent. 

The average weekly food income of the unemployed 
under investigation in the new housing area was 
3s. 1}d. per ‘‘ man,” and in the slum areas 3s. 5}d. per 
“man.” The B.M.A. nutrition committee found that 
the cost of an adequate diet lies between 5s. and 
5s. 103d. per “ man.” 


Copies of the report may be had on application to 
the hon. secretary of the committee of management, 
Newcastle Dispensary, Newcastle-on-Tyne. The 
price is 6d. 
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SCOTLAND 


(FROM OUR OWN CORRESPONDENT) 


SCOTTISH HEALTH SERVICES 
THE committee appointed by the Government to 
inquire into the policy and organisation of Scottish 
health services, over which Sir John Dove Wilson 
presides, is taking a wide view of its duties. Its 
objective is the provision of a more closely knit 
health service by eliminating overlapping and by 
concentration on special studies as the need for 
them arises. The Society of Medical Officers of 
Health (Scottish Branch) has submitted evidence 
on housing conditions, water-supply, smoke abate- 
ment, and other sections of sanitary administration 
for the consideration of the committee, which will 
meet weekly until the submission of evidence is 

completed. 

A NEW MENTAL HOSPITAL 
The Lanarkshire Mental Hospitals Joint Committee 
are to erect a new hospital for adult mental defectives 
at Hartwood-hill, at a cost of approximately £240,000. 
The proposal arose from a complaint by the com- 
missioner of the General Board of Control of the 
lack of accommodation for adult mental defectives 
in Lanarkshire, which has a population of about 
500,000, and of the serious overcrowding at Hartwood 
Mental Hospital. This hospital has an interesting 
history. It was built on an open moorland under the 
direction of the late Sir Arthur Mitchell, and all 
the work of planting was done by the inmates. It 
is looked upon as one of the most successful instances 
of utilising the services of mental patients, for this 

countryside is now a nicely wooded area. 


EDINBURGH CRIPPLE CHILDREN’S AID SOCIETY 


This little society has for many years taken a 
place in the social services of Edinburgh more 
important than its actual size would warrant. Its 
last annual report shows 288 names on the register. 
The education committee continue to provide two 
teachers. Challenger Lodge, the old home of Sir 
John Murrary, naturalist of the s.s. Challenger, 


which was opened in 1929, continues to make pro- 
vision for children requiring home care and adequate 
diet ; for those from rural districts who need but 
have difficulty in obtaining surgical supervision or 
education ; and for others who, though not needing 
hospital treatment, are not strong enough for ordinary 
life. 
CHILD ADOPTION 

As a legal institution adoption was unknown in 
Scotland until 1930, in England till 1926, and in 
France till 1923. Almost every State in the civilised 
world has now found it expedient to put adoption 
on a legal basis. The annual report of the Scottish 
branch of the National Child Adoption Association 
states that in Edinburgh the number of babies for 
whom homes had been found is now 240. They 
have gone to all parts of Scotland, to England, 
Ireland, Canada, the United States, Australia, New 
Zealand, and even China and the South Seas. A 
proportion of the children adopted are the off- 
spring of legitimate unions where, through some 
fortuitous circumstance, the care of the child had 
become a serious problem. The remainder were 
illegitimate. The association gives every assistance 
to mothers of illegitimate children prepared to make 
an effort to keep their babies, or at any rate to provide 
for them. Adoption seems to be growing in favour 
in Scotland, girls being apparently more in demand. 


NUTRITION PROBLEMS 

The Edinburgh Women Citizens have arranged 
a series of studies on nutrition. Dr. G. C. M. 
M‘Gonigle, medical officer of health of Stockton-on- 
Tees, recently lectured to them, describing his work 
in collaboration with Dr. P. McKinlay in the investiga- 
tion of 800 charts. They had found practically 
no correlation between the degree of overcrowding 
and defect ; but Dr. McKinlay had found a definite 
statistical significance between the diet as recorded 
in the charts and the incidence of defect, The 
results of checking the death-rate of persons removed 
from slums five years after their change of residence 
is somewhat disturbing. These investigations deserve 
careful study in view of the danger that a high rent 
may mean less money for food. 


PANEL AND CONTRACT PRACTICE 


BILLS 


ONE reason for the tendency for contract practice 
to spread to persons whose income lies above the 
Insurance Act limit as well as to the dependants of 
insured persons is the embarrassing side of the finances 
of private practice. There is of course nothing 
worse for a practice than for its patients to feel 
they are overcharged. This does not necessarily mean 
that the scale of fees must be reduced in size, but 
that the total should be arrived at in an intelligible 
manner. Thus it is quite proper to charge for a 
consultation by telephone when professional advice 
is given which saves a patient the expense of a 
consultation or a visit; but if the doctor elects to 
visit the patient before deciding what treatment is 
to be given, he should charge for the visit and not 
for the consultation by ‘phone. It is always advisable 
to decide the scale of charges on which a paiient 
should pay and to base the account upon that scale. 
This renders it easy for the doctor toexpiain the account 
should the patient ask for details. It also enables 
the scale to be discussed between them and a decision 
reached as to its suitability. As a rule the scale can 


be justified to the satisfaction of the patient. The 
story is told of a doctor who was attending a wealthy 
man whose house was situated in a large park amid 
beautiful surroundings. Being a keen business man 
he scrutinised his doctor's bill closely with the result 
that he wanted to know why he was charged two 
guineas a visit when a friend of his, who lived in a 
house of the same size was only charged one guinea. 
The reply, that it was worth an extra guinea a time 
to drive through his large park, was considered 
perfectly satisfactory, for it enabled him to tell his 
friends that his home was situated in such a large 
park that his doctor actually charged him an extra 
guinea avisit for the drive through it. Such patients are 
not common in these days, but the story illustrates the 
explanation of a bill that was larger than was expected. 

Nowadays doctors prefer to send out their accounts 
quarterly. Custom varies in different practices, 
but 30 years ago accounts were sent out in very 
haphazard way and hardly ever more frequently 
than once a year. Many a patient received accounts 
so large that they made no attempt to pay and the 
debt was written off as a bad one. Others having 
left the district by the time the bill was made out 
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could not be traced. Another advantage of the 
quarterly account is that should any question arise 
it is not difficult to remember details of what was 
done or supplied. In view of the happy feeling that 
normally exists between private patient and doctor, 
it is of first-rate importance not to give the public 
the feeling that they are having their bills increased 
im amount by charges for which there is no foundation ; 
they must be satisfied that the doctor has earned his 
money. Midwifery work is slowly leaving the hands 
of general practitioners ; some responsibility for this 
must be due to the method now usual of charging 
for this work. A woman may go for her confinement 
to a hospital where she is charged quite a high fee 
for the time she is in there. The fee is inclusive ; 
her husband knows exactly what it will cost him 
per week. Sut in private practice there may be 


charges for antenatal attendances—now much more 
numerous than in the past—charges for the confine- 
ment and ten days’ attendance afterwards, charges 
for anesthetics, charges for attendance on the baby, 
and possible extra charges for attendance beyond 
ten days if required. The profession should arrive 
at some common standard for these cases, fixing 
rates according to the visiting scale. If a competent 
nurse is in attendance it might be possible to reduce 
the charge by something appreciable if it were under- 
stood that only one or two visits would be paid after 
the confinement unless the nurse requested more. 
While undoubtedly the public still would prefer to 
pay their own doctors privately they often cannot 
afford fees which are based upon an old system of 
charging. Some scheme is needed to accord with 
present-day custom. 





HEALTH 





ADMINISTRATIVE CONTROL OF MEASLES 
SCHOOL CLOSURE 


In his annual report for 1932 Dr. Duncan Forbes, 
medical officer of health for Brighton, returns to 
the charge that our present methods of dealing 
with measles are irrational.! Exclusion from school, 
either of all contacts attending infant schools or 
of non-immune contacts in senior departments, as 
prescribed by the Ministry of Health and the Board 
of Education, is not only useless, in his opinion, 
but actually hafmful. It encourages potentially 
infective children to mix with the young children of 
neighbours, whereas their attendance at school 
facilitates early diagnosis in the pre-eruptive stage 
and therefore prompt isolation, while adding little 
or nothing to the risk run by fellow scholars, since 
most of them have already been exposed and, having 
reached the age of low fatality from the disease, 
should not be specially protected. He would make 
an exception in the case of home contacts who are 
pupils of a school not known to be already infected. 
Class closure may occasionally serve a purpose, if 
it can be applied for the week at risk following upon 
the first introduction of infection. Hospital treat- 
ment is deprecated because of the danger of ward 
outbreaks of infectious broncho-pneumonia, whereas 
efficient local arrangements for advisory visitation 
by health visitors and home nursing furnish the best 
administrative means of saving life. To this it is 
desirable to add the induction of artificial modifica- 
tion of the disease by the injection of convalescent 
or adult serum, but Dr. Forbes states with regret 
that very few mothers have taken advantage of the 
facilities offered in Brighton for this purpose. 

As far back as 1891 A. C. Munro claimed that he 
had had some success in controlling measles in the 
town of Jarrow by means of notification and prompt 
closure of infant schools, together with the exclusion 
of older contacts from senior departments.* In this 
faith he subsequently administered such a scheme 
for more than 20 years in Renfrewshire, and the 
results seem to show that it had some effect in delaying 
the age-incidence and therefore reducing fatality in 
the more rural parts of that county.* His work 
is worthy of special mention, not because his final 
conclusions were at variance with those of other 
experienced administrators, but because it is probably 
the best instance of an enthusiastic effort to control 
measles by rigidly enforced notification of all cases 


L' See Tap Lance, 1933, a1 253. * Ibid., 1921, 1., 1349. 
Trans. Epidem. Soc . Lond., 1890-91, p. 94. 





and unhesitating school closure : at. a 5 stage of i invasion 
when it was exceedingly unwelcome to school managers 
—i.e., before attendance had been materially influ- 
enced by an epidemic. Whatever benefits may be 
derived from these methods in the way of lessened 
mortality through education and delayed incidence 
in rural areas, the fact remains that measles is, as 
Dr. Forbes says, an unavoidable disease in towns. 
It will be remembered that 80 per cent. of the 
population of England and Wales were town-dwellers 
at the time of the census of 1931. 

The annual reports of medical officers of health 
for 1932 show that home visitation of measles is 
almost universal, the information as to cases being 
derived primarily from notifications by school 
teachers. As probably at least 60 per cent. of cases 
are school-children or secondary (home) cases infected 
by them, and as the health visitors are already in 
touch with the majority of the homes in which all 
the children are under school age, they are able to 
cover the field with reasonable completeness. It is 
notable, however, that in some large towns where 
the school medical officer is not attached to the 
department of the medical officer of health, the liaison 
appears to be defective, and the knowledge and 
visitation of cases correspondingly incomplete. 

HOSPITAL TREATMENT 

As to the extent to which hospital treatment is 
provided information is not uniformly available. 
In London, for instance, the county council is 
responsible for institutional treatment but not for 
the ascertainment and home supervision of cases. 
While the proportion admitted is relatively high 
in most metropolitan boroughs it varies. For 
instance, of 1304 cases (some of which were German 
measles) in Finsbury 440 were removed to hospital, 
while in Woolwich, with the much greater ascertain. 
ment of 3053, only 226 were so dealt with. The 
reports of county medical officers were usually silent 
on the subject. Of the towns, Liverpool showed a 
relatively high admission-rate—1311 of 8816 known 
cases. Glasgow provided hospital treatment for 
681 of 5579 cases; Birmingham, 358 of 5038 ; 
Manchester, 409 of 12,238; Blackburn, 12 of 65; 
Chester, 53 of 656; Willesden, 158 of 1837; Bristol, 
21 of 290; Cardiff, 37 of 440; Leeds, 86 of 3540; 
and Sheffield (where ascertainment appears to be 
very imperfect), 142 of 158. On the other hand, 
some towns with a fairly high incidence seem to have 
treated in hospital very few cases or none—e.g., 
Bradford with 2868 (incl German measles), 
Newcastle with 2384, and Stockport with 701 cases. 
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In Hull, where 944 cases were ascertained, only 3 
were removed. 

Some support of Dr. Forbes’s criticism of hospital 
treatment appears at first sight to be afforded by 
the hospital case-mortality rates where they are 
available. In London the hospital fatality amounted 
to 5-3 per cent. ; Stoke, 18 per cent. ; Glasgow, 14-3 
per cent.; West Ham, 11-7 per cont. Willesden, 
9-2 per cent. ; Liverpool, 8-8 per cent. ; Birmingham, 
7-3 per cent.; Sheffield, 7-3 per cent. Leeds, 6-9 
per cent. ; on Cardiff, 6-4 per cent. Obviously the 
degree of hospitalisation must depend both upon 
the available accommodation and the size of the 
epidemic, and the more stringent the selection on 
clinical grounds the higher the institutional case- 
mortality is likely to be. The point is illustrated 
by the following Table taken from the Manchester 
report. 





Developed 
Removed to 
hospitals, a 
409 hospitals,* 48. 
net ° *'Totals. 


Nursed at 
home, 
11,7 81. 


No Comp. Comp.| No Comp.) 
Pn. Pn. Pn. Pn. Pn. 





Number 
of cases .. 


Recovered .. 


11,541 240 139 | 29 =«(«19 
11,533, 186 92 27 1 
ae 8 54 47 | 2 18 


Case fatality 
per cent... 


12,238 
12,102 
| 136 








0-069 22:5 


33°8 | 6-89 | 94-7 1-11 


No Pn. = No pneumonia; Comp Pn. = Complicated by pheumonia. 
* Patients in hospital for other conditions developing measles. 

It is not indicated whether the majority of the 
cases of pneumonia in Manchester were admitted 
with this complication, but from the stated policy 
of selecting the more serious cases for admission, 
it may be assumed that this was so. After all, 
danger of the transmission of a complicating infection 
in hospital is not a sufficient reason for leaving children 
of tender years at home in congested, unclean, and 
ill-ventilated homes where they are just as likely to 
be exposed to the other catarrhal infections which 
prevail at the seasons when measles is usually 
epidemic. The remedy is the avoidance of over- 
crowding in wards and their free ventilation, associated 
with adequate heating. It is, unfortunately, true that 
hospitals are the recipients of many extremely ill, 
sometimes moribund, cases, which should never be 
removed. There is much to be said for restricting 
hospital treatment to those children up to 3 or 5 
years of age, whose home conditions are unfavourable, 
and who have been discovered at the onset of illness 
by health visitors. By this means and the refusal 
of hopeless cases the average length of stay of sur- 
viving cases can be reduced and the maximum benefit 
obtained from the limited bed accommodation. 
Probably this is the most effective and truly preventive 
way in which hospital beds can be used and experience 
has shown that, with determination, it is not an 
impracticable procedure. 

The reports for 1932 indicate that little attempt is 
yet being made to modify the attack artificially, 
except in London and Birmingham, but perhaps 1933 
will tell a different story. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
DEC, 30TH, 1933 
Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 2 


(last week 9) ; ; scarlet fever, 3476 ; diphtheria, 1151; 
enteric fever, 17; acute pneumorfia (primary or 
influenzal), 1625; puerperal fever, 46; puerperal 
pyrexia, 105; cerebro-spinal fever, "26; acute 
| a elitis, 4 ; acute polio-encephalitis, 1 ; ‘encepha- 

tis lethargica. 12; dysentery, 4; ophthalmia 
neonatorum, 46, No case of cholera, plague, or 
typhus fever was notified during the week. 

The number of cases in the Infectious Hospitals of the 
London County Council on Jan. 2nd-3rd was as follows: 
Small-pox, 14 under treatment (last week 13); scarlet fever, 
2888; diphtheria, 2122; enteric fever, 15; measles, 738 ; 
whooping- cough, 220 ; ral fever, 19 mothers (plus 11 
babies) ; ence phalitis ietha i ag 256; poliomyelitis, 4; “‘ other 
diseases,” 262. At St. Margaret’s Hospital there were i1 babies 
(plus 6 mothers) with ophthalmia neonatorum. 

Deaths.—In 118 great towns, including London, 
there was no death from small-pox, 1 (0) from enteric 
fever, 35 (10) from measles, 16 (5) from scarlet fever. 
28 (9) from whooping-cough, 55 (13) from diphtheria, 
42 (13) from diarrhoea and enteritis under two years, 
and 83 (21) from influenza. The figures in parentheses 
are those for London itself. 

Blackpool reported the only death from enteric ‘fever. Four 
oe cases of measles occurred at Liverpool and Manchester, 

3 at Leeds and Stockton-on-Tees. Of the fatal cases of diphtheria, 
7 were _—— from Leeds, 4 from Huddersfield and Liverpool, 
3 from Manchester. Eight — were attributed to influenza 
at Birmingham, 5 at Manchester, 3 at Newport. 

The number of stillbirths notified during the week 
was 249 wy oe ing to a rate of 52 per 1000 
total ee including 33 in London. 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 
Surg. Lt. A. D. Sinclair to be Surg. Lt.-Comdr. 
ROYAL NAVAL VOLUNTEER RESERVE 
Surg. Capt. T. Turner is placed on the retd. list at own 
request. 
Surg. Comdr. L. 8. Ashcroft to be Surg. Capt. 
Surg. Lt.-Comdr. H. Parry-Price to be Surg. Comdr. 
ROYAL ARMY MEDICAL CORPS 
Lt. Col. R. W. D. Leslie to be Bt. Col. 
Maj. B. Biffar to be Bt. Lt. Col. 
Lt. A. A. Pullar relinquishes his temp. commn. 





ARMY RESERVE OF OFFICERS 

The undermentioned having attained the age limit of 
liability to recall, cease to belong to the Res. of Off. : Col. 
F. 8. Irvine (late R.A.M.C.), Col. L. N. Lloyd (late R.A.M.C.) 
and Maj. A. S. Williams. 

TERRITORIAL ARMY 

Maj. R. A. Lennie to be Bt. Lt. Col., and Capts. H. H- 
Fowler, F. R. Sandford, and J. Carver, to be Bt. Majs. 

H. W. E. Dickey (late Cadet C.Q.M.S., Manchester 
Univ. Contgt., Sen. Div., O.T.C.) to be Lt. 


TERRITORIAL ARMY RESERVE OF OFFICERS 
Capt. and Bt.-Maj. H. A. C. Gregory, from Active List, 
to be Capt. and Bt.-Maj. 
INDIAN MEDICAL SERVICE 
Lt. G. W. Miller to be Capt. (provl.). 
Capt. K. L. Jetley relinquishes his temp. commn. 


ROYAL AIR FORCE 


Flight Lt. P. A. Carrie relinquishes his commn. on 
completion of service. 


HON. SURGEON TO THE KING 

Maj.-Gen. FitzG. G. FitzGerald, D.S.O. (late R.A.M.C.), 
has been appointed Hon. Surg. to The King vice Maj.-Gen. 
W. R. Blackwell, C.B., C.M.G. (late R.A.M.C.), who has 
retired. 

COLONIAL SERVICE 

Dr. J. E. Walcott has been apptd. Bacteriologist and 
Pathologist, Barbados. Dr. C. V. Braimbridge becomes 
Junior Surgical Specialist, and Dr. F. J. C. Johnstone, 
Deputy Director of Medical Services, Kenya; Dr. K. K 
Grieve, Deputy Director of Medical Service and Dr. R. D. 
Reid, Pathologist, Gold Coast ; Dr. C. H. Howat and Dr. 
R. A. Newsom, Medical Officers, Nyasaland; and Dr. 
G. A. Wilson, Medical Officer, Tanganyika. 








THE INTERNATIONAL INSTITUTE OF 
PSYCHICAL RESEARCH 


To the Editor of Tue Lancet 


Sir,—A number of scientific men have recently 
collaborated in the inauguration of an institute for 
the study by the well-tried experimental methods of 
physics and physiology of phenomena such as are 
usually called “‘ psychic ’’ or paranormal. 

It frequently happens that scientific men are 
invited to express their opinions on such matters and 
are unable to give any cogent reasons for their 
scepticism. It is much more in accord with the 
practice of science that they should at least offer to 
investigate such claims by the ordinary methods of 
scientific research rather than disclaim the reality of 
the phenomena. The aim of the new Institute is to 
undertake such inquiries, the case for which was well 
explained in the leading article in Nature of Dec. 23rd, 
1933. Mr. Gerald Heard, a member of the consultative 
committee of the Institute, in a talk broadcast by the 
B.B.C. on Jan. 5th, made it clear that the time had 
come for “ official’ or orthodox science to recognise 
that there is a class of happenings which seem to be 
contrary to the established laws of the Universe as 
understood by physicists and not to fit into any purely 
materialistic scheme of things. These, he said, should 
no longer be ignored. Forty years ago many, if not 
‘ most medical men, were sceptical of the strange claims 
that were being made for hypnotism, but experimental 
tests dissolved the mystery and revealed the reality 
and importance of the phenomena. The present 
position is in some respects similar to that of 40 years 


In the last year of my course as a student of 
medicine I was ridiculed by my fellow students even 
for reading some of the numerous books on hypnotism 
which were then being published. But I had the 
satisfaction of convincing them of their error by 
hypnotising the chief scoffer. 

In his broadcast Mr. Heard enumerated some of the 
extremely rare and mysterious phenomena which are 
said to have happened—the trance state, telekinesis, 
“the direct voice,” the lowering of temperature by 
paranormal means, the appearance of lights and 
phantoms, and the so-called “aura.” There is 
evidently plenty to be done by highly trained 
physicists, physiologists, and psychologists. Science 
to-day has certain exquisitely delicate methods of 
research which thirty years ago were quite unknown— 
ultra-violet photography, infra-red photography, X ray 
photography, the phonograph, the microphone, the 

inematographic film -recorder, and many other devices 
unknown to earlier workers such as Richet, Crookes, 
and Lodge. No belief in spiritualism or any other 
‘ism ” is required for these researches, which will be 
carried out exactly as the post-graduate researches at, 
say, Prof. William MacDougall’s laboratory at the 
Duke University (U.8.A.) and at certain universities 
on the continent. So-called “mediums” will be 
treated with the utmost consideration. 

The International Institute of Psychical Research, 
at least at the outset, will be independent and 
autonomous, if for no othermreason, because it has to 
appeal to the public for financial aid. Men of science 
are not often “men of means.” It is known however 
that there are wealthy people at the moment jntensely 
interested in the exploration of the mysterious affairs 
the Institute intends to investigate, and it is hoped 
they will give liberally to endow the necessary 
laboratories. 


(san. 13, 1934 


, __ CORRESPONDENCE 


In response to the urgent request of Prof. Fraser 
Harris, the research officer of the Institute, who 
assured me he was voicing the feelings of those who 
represent the Institute, I to become its 
president. I should explain, however, that this action 
does not imply that I pretend to have any knowledge 
of these things. It means simply that I am prepared 
to guarantee that serious and impartial investigations 
will be made. Mr. Shaw Desmond, the writer and 
publicist, Prof. E. W. MacBride, F.R.S., of the 
Imperial College of Science, and Prof. Julian Huxley 
are vice-presidents. Mr. J. Arthur Findlay, J.P., is 
the chairman of a research committee of twelve 
members, Prof. D. F. Fraser-Harris, M.D., being 
research officer, and Lieut.-Commander John 8S. Dove, 
R.N. (retired), hon. assistant research officer. In 
addition there is a consultative committee of 16 
members, of whom four are fellows of the Royal 
Society. Many eminent and widely experienced men 
of science have expressed their sympathy with the 
aims and objects of the new Institute, the laboratories 
of which are to be equipped in Central London. 

I am, Sir, yours faithfully, 
G. ELLiot Smita. 
Albert-road, Regent’s Park, Jan. 8th, 1934. 


POTENCY OF VITAMIN PREPARATIONS 
A CONFUSION OF STANDARDS 


To the Editor of Tue Lancet 


Sir,—I would like to raise in your columns the 
important and rather urgent question of the character 
of the claims which are frequently made for proprietary 
preparations offered to the public mainly on the basis 
of their vitamin content. Such claims may range 
from the vague remark that the product is “rich in 
vitamins’ to the more or less accurate statement 
that it contains a definite amount of one or more 
of these essential food constituents. It is undeniable 
that in many cases the statements are misleading 
and one cannot escape an uncomfortable feeling 
that behind the ingenuity of the wording of some of 
the advertisements lies a definite intention to deceive 
the public. 

I do not desire to raise at the moment the important 
question whether proprietary vitamin preparations 
are to be considered as foodstuffs or as medicinal 
preparations, although it must be clear to all who give 
the matter their consideration that this problem will 
soon require serious attention. What I do venture 
to bring forward is the suggestion that statements 
regarding the vitamin potency of preparations 
should, at any rate as far as advertisements in 
scientific medical or technical literature are concerned, 
be expressed in terms of the provisional International 
units adopted at a meeting of the Permanent Com- 
mission on Biological Standardisation of the Health 
Organisation of the League of Nations in London 
in June, 1931. These units are fully described in 
publication No. C.H. 1055 (1) issued by the League 
of Nations at Geneva in 1931. 

It will doubtless be known to many of your readers 
that many “units” for expressing the potency of 
vitamin preparations have been employed from time 
to time, but it is unfortunately true that many people 
continue to employ these in spite of the fact that 
the International units are available. The confusion 
that has ensued has been unfortunate, but it can 
only be dispelled by a general adoption of the Inter- 
national units. No one would claim that the -latter 
are outside criticism. They are admittedly provi- 
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sional but they do form some sort of a base line upon 
which to attempt the correlation of the results of 
assays which might be made in different laboratories. 
It is, for example, unfortunate that claims for prepara- 
tions containing vitamin B should still be made in terms 
of ‘“‘units’’ which on inquiry prove to be ‘“‘ Sherman 
units,” possessing approximately one-quarter the 
value of the International unit for this vitamin. 
In other words, the impression is given that the 
preparation is four times more active than is the case. 

In regard to the fat-soluble vitamins there is 
equally serious confusion. For vitamin A there is 
a unit laid down by the United States Pharmacopeia 
X, there is one devised by Prof. Sherman, there is 
one which carries the approval of the American 
Medical Association (A.D.M.A.), and there is ‘the 
recently adopted International unit. The relation- 
ship between these is, I understand, approxime'ely 
that one unit of the three former categories is 
equivalent and that it equals 1-4 of the International 
units. As regards vitamin D one Steenbock unit 
equals 2-7 International units and one International 
unit is equivalent to 2-35 A.D.M.A. units. There 
are other ‘units,’ chiefly employed in commercial 
handling of cod-liver oils, which I have as yet failed 
completely to evaluate in terms of the International 
unit. I might add that the United States Pharma- 
copeia is adopting the new International unit for 
vitamins A and D. 

I am, Sir, yours faithfully, 
J. C. DRUMMOND. 


University of London, University College (Department of 
Physiology and Biochemistry), Gower-street, W.C., 
Jan. 9th, 1934. 


PAY-BEDS AT PAPWORTH 
To the Editor of THE LANCET 


Sirn,—There has recently been a good deal of 
correspondence on the subject of pay-wards in our 


general hospitals. In view of this I think you may be 
interested to know our experience with them for 
tuberculous patients. Bearing in mind the desirability 
of providing pleasant wards at reasonable prices, we 
designed our new 84-bed Bernhard Baron Memorial 
Hospital accordingly ; and we have constructed a 
number of private wards, with wide balconies, facing 
south, with bathroom and lavatory accommodation 
separate from the rest of the hospital. These we find 
are much in demand at prices ranging from 3} to 
5 guineas a week inclusive. Feeling that extras 
might prove a source of worry to patients, whose 
recovery would thus be retarded, we _ include 
everything, even X rays and pneumothorax refills, 
for the weekly fees indicated. 

I feel that the knowledge that there is a demand for 
this accommodation on these terms may perhaps lead 
to the provision of similar facilities elsewhere. 

I am, Sir, yours faithfully, 
PENDRILL VARRIER-JONES, 
Papworth Hall, Cambridge, Jan, 5th. Medical Director. 


THE PREVENTION OF CANCER 
To the Editor of THE LANCET 


Srr,—Dr. Cramer's description in THe LANCET of 
Jan. 6th of his investigations into the topical incidence 
of cancer in different countries is of great interest, but 
the conclusions which I am driven to draw from them 
are less optimistic than his, and I am unable to share 
his opinion that “‘ the prevention of cancer has now 
reached a point where it can be attacked by clinical 
investigations on man with a reasonable expectation 
of success.”” Dr. Cramer finds that, if in one country 


the incidence on any particular organ is low, that of 
other organs is raised, so that the total incidence 
throughout the world remains the same. Hence it 
seems necessarily to follow that all susceptible persons 
are sooner or later attacked by the disease, the 
incidence falling chiefly on the organs most subject 
to chronic irritation; and also that prophylactic 
measures directed against irritation of any organ may 
diminish the probability of its invasion, but can do 
nothing to save a susceptible person from the disease, 
which will inevitably attack another part of his body. 
Even if prophylaxis could diminish the tendency to 
invasion of the more inaccessible organs, so that 
cancer would occur more often in regions where cure 
is comparatively easy, this would be of little use, for 
there is considerable clinical evidence to show that a 
patient cured of cancer is not rendered immune by 
the previous invasion. 

It would seem, therefore, that it is useless to attempt 
to influence the extrinsic factor of chronic irritation 
of individual organs, and that the only hope of progress 
in the prevention, as distinguished from the cure, of 
cancer lies in attacking the intrinsic factor of suscepti- 
bility, should this be possible. 

I am, Sir, yours faithfully, 
London, W., Jan. 6th, 1934. HAROLD BARWELL. 


OXYGEN CONVULSIONS 
To the Editor of THe LANCET 


Sir,—Some 50 years ago Paul Bert (‘‘ La pression ° 
barométrique,’’ 1878) demonstrated that animals 
breathing pure oxygen at several atmospheres’ 
pressure develop convulsions which terminate fatally. 
The cause of this remained obscure until October, 
1929, when I published (Jour. Physiol., lxviii., 7) 
the results of a series of experiments which demon- 
strated that in normal animals breathing oxygen at 
+4 or +5 atmospheres’ pressure the carbon-dioxide 
pressure in the tissues was very greatly increased. 
It was suggested then for the first time, so far as I 
know, that the convulsions produced were due to 
this great increase of carbon-dioxide pressure. Since, 
under the experimental conditions, the plasma con- 
tains sufficient oxygen in solution for the needs of the 
tissues, the hemoglobin in the veins is all oxyhemo- 
globin which, being more acid, does not remove carbon 
dioxide so efficiently from the cells, which are thus 
poisoned by accumulation of carbon dioxide and its 
effects. In 1925 (Jour. Physiol., lx., 20) it had been 
clearly demonstrated that breathing oxygen even at 
from 40 to 90 per cent., that is from about half to 
one atmosphere, greatly increased the carbon-dioxide 
pressure in the tissues, and a reason similar to the 
above was given. In June, 1929, Bean (Proc. Soc. 
Exp. Biol., xxvi., 832) found that there was an increase 
in acidity of the arterial blood when breathing oxygen 
at three or more atmospheres, but did not publish 
ful! details until two years later (Jour. Physiol., 
1931, lxxii., 27). 

More recently Leonard Hill (Quart. Jour. Exp. 
Physiol., 1933, xxiii.. 49) has shown that animals 
which breathe 5 per cent. carbon dioxide before being 
exposed to high oxygen pressures develop convulsions 
more rapidly than animals whieh have not breathed 
carbon dioxide previously. Bean and Hill’s results 
confirm the above findings, deduced from figures for 
carbon-dioxide pressure in the tissues. These pressures 
were measured by the method of injecting nitrogen 
into the tissue spaces and leaving it there until oxygen 
and carbon dioxide diffuse out from the surrounding 
cells and establish equilibrium; when this has 
occurred analysis of the free gases gives directly the 
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pressures in these cells. The method has proved very 
useful for gaining direct information regarding gas 
pressures in the tissues, since it requires neither 
anesthesia nor operation beyond a simple injection, 
and the amount of gas injected may be only a mere 
bubble if micro-analysis is employed. It is therefore 
at least as physiological as any other method for 
investigation, such as a heart-lung preparation or 
other methods requiring severe operative interference. 
I am, Sir, yours faithfully, 
J. ARGYLL CAMPBELL. 


Nationa] Institute for Medical Research, N.W., 
Jan. 2nd, 1934. 


RETURN CASES OF SCARLET FEVER 
A TRIAL OF PASSIVE IMMUNISATION 


To the Editor of THE LANCET 


Srr,—Return cases following the discharge of scarlet 
fever patients from hospital have always been a worry, 
and it is natural that when they occur, parents should 
suspect carelessness on the part of the medical staff. 
As these contact cases continue in spite of every care 
being taken I think it worth while to consider the 
possibility of reducing their number by passive 
immunisation of the other members of the household 
to which the patient returns on discharge from 
hospital. 

Our experience in Brighton is that 116 return cases 
have followed the discharge of some 3000 cases of 
scarlet fever from the fever hospital after an interval 
shown thus :— 





Week of 

onset... .. 12 | |36 [30 40—| Total 
26 |39 | 52 

Number of | | | | | 

return cases. ./29 26/11 10/13 s| 3) 9 | 6 3 116 





It might seem that whilst infectivity may last over 
nine months its degree drops rapidly after the first 
two weeks in which nearly half the return cases 
occurred. If this is so, the fortnight’s exclusion before 
return to school, recommended by the Board of 
Education, is a salutary measure. But the drop in 
infectivity may be more apparent than real, as 
patients infectious on discharge may infect rapidly 
those who are non-immune. 

In the last ten years, 1067 scarlet fever patients in 
Brighton have returned to school four clear weeks or 
more after the completion of the period of isolation in 
hospital or at home. Within four weeks of the return 
to school of 161 patients (15 per cent.) further cases 
were notified from departments in which no case had 
oecurred during the previous four weeks. This shows 
that a larger number of these cases than is generally 

i remain infective over a prolonged period. 
It may well be that a majority remain slightly 
infective and on any change of surroundings have 
their infectivity temporarily increased for a short 
period ; this would explain the apparent high 
infectivity in the first fortnight after the period of 
isolation, the greater number of return cases following 
the discharge of hospital-nursed as compared with 
home-nursed patients, as well as the infectivity of the 
discharged patient on his return to school. 

Since 1930, when notifying parents of the date on 
which a child was to be discharged from the scarlet 
fever ward, I have enclosed a letter explaining the 
risk of return cases and asking them, when calling for 
the patient at the fever hospital, to bring with them 
any other children not previously attacked, so that 
the risk of infection might be lessened by an injection 


of antitoxin. Up to now injections of 5 ¢.cm. of 
concentrated streptococcus antitoxin (scarlatina) have 
been given after 73 discharges to 127 home-contact 
children, of whom only two developed scarlet fever. 
Of these, one, a doubtful case, had her onset on the 
eighth day after injection ; the other was immunised 
on discharge of his brother, but the mother later 
developed scarlet fever and on her return home infected 
the contact six weeks after his immunisation. The 
trial of passive immunisation of home contacts in 
Brighton does not give figures sufficiently large to 
found any conclusion on, but it encourages me to 
continue the experiment. It is based on two assump- 
tions: (1) that 5 c.cm. of antitoxin will confer 
immunity for 14 days; and (2) that infectivity 
is highest in the first fortnight after discharge and 
then falls rapidly. 

Recently I have been in communication with Dr. 
R. A. O’Brien who prefers active immunisation, 
and allows me to quote the following passages from 
his letter : 

“I question whether, after some experience of this 
method, you will still be in favour of the giving of serum 
to the Dick-positive family contacts. Prophylactic serum 
is valuable in an emergency, e.g., a sudden outbreak in a 
ward in a general hospital, but as you propose using it, 
your serum will give immunity for about two weeks, after 
which the discharged child may still be carrying streptococci 
and endangering his now unprotected sister or brother. 

‘Some Americans have, for several years, been 
advocating active immunisation of all family contacts as 
soon as @ case occurs. On the day on which a child is 
removed to hospital with scarlet fever, the other children 
are Dick-tested, if the parents agree, and all the positives 
receive a dose of 1000 8.T.D. of Dick toxin and further 
doses at four- or five-day intervals. The anticipation is 
that during the four to six weeks before the patient is 
discharged from hospital, the other children will either 
have become quite Dick-negative or will have begun 
to have developed sufficient antitoxin to protect 
them. I do not know of any large body of figures 
showing the success of this measure but I understand it is 
still being used, and if I were in charge of a large district 
in which scarlet fever was a real menace I should certainly 
advocate its use. 

“Under this system you would reserve serum for 
Dick-positive contacts of children unavoidably sent home 
with persistent ear or throat discharge, and where the 
parents have refused active immunisation.” 

No doubt active immunisation before the return 
home of the patient is ideal es ge in view of the 
high percentage of patients who retain some degree 
of infectivity over a prolonged period. The present- 
day tendency to shorter stay in hospital, many 
patients being discharged on the 28th day after 
onset and some even earlier, may however give 
insufficient time for active immunisation ; there is 
also some doubt of getting consent from parents to 
the three or four injections of toxin at short intervals. 
A greater number would, I feel, be likely to bring 
home contacts for a single injection of antitoxin when 
calling for the discharged patient. 

The crux of the matter is whether or not the degree 
of infectivity of the discharged patient really is 
highest in the first fortnight after discharge and drops 
rapidly thereafter. If it is so, then the passive 
immunisation of home contacts is likely to lead to a 
much diminished percentage of return cases. As the 
question can only be settled by trying out the method 
on a large number of cases, I hope others will give 
passive immunisation a trial so that there may be 
sufficient material on which to found reliable 
conclusions. 

I am, Sir, yours faithfully, 


Duncan FORBES, 


Jan, 5th, 1934. Medical Officer of Health, Brighton. 
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SUPRARENAL TRANSPLANTATION 
To the Editor of Tus LaNcEetT 


Sm,—As I performed the operation of suprarenal 
grafting referred to by Mr. Frank d’Abreu and 
Dr. A. F. Hurst in your issues of Dec. 30th and 
Jan. 6th, perhaps you will allow me to make these 
comments. At the operation in April, 1921, one 
suprarenal from the fetus was grafted into the left 
testicle, but the fact which Mr. d’Abreu and Dr. Hurst 
do not mention is that the other suprarenal from the 
fetus was at the same time grafted into the left 
spermatic cord. On incising the dense tunica 

buginea of the testis, many seminiferous tubules and 
septa must be removed to make room for the graft ; 
and even when this has been done, it is difficult to 
resuture the unyielding tunica albuginea without 
causing undue tension on the graft within the testicle. 

If I had the opportunity of performing suprarenal 
transplantation again, I would put the graft into the 
right suprarenal gland, through an anterior trans- 
peritoneal incision. I think Mr. Pybus of Newcastle 
was the first surgeon in the country to transplant the 
suprarenals. He put his grafts into the breast. 

I am, Sir, yours faithfully, 


W. E. TANNER. 
Queen Anne-street, W., Jan. 6th, 1934. 


PATHOLOGICAL RESULTS OF CHSAREAN 
SECTION 


To the Editor of Tur LANCET 


Sir,—I was much interested in the case recorded 
by Dr. Douglas Lindsay in your last issue (p. 19), 
and agree with him that pathological sequele of 
Cesarean section are not uncommon. In 1926 for 
the purpose of a thesis I followed up 123 unselected 
eases of Cesarean section and among them found 
that no less than eight had had utero-abdominal 
fistule, through which they had menstruated. In 
one case the wound broke down nearly three years 
after operation. When I saw them one had been 
treated by hysterectomy and four by excision of 
the fistula. All these patients had been sutured with 
silk at their section. Another patient two years after 
section had had a severe cystitis, which cleared up 
when three silk sutures had been passed per urethram. 
A further patient was operated on in another town 
for abdominal pain 22 months after her section ; a 
loop of small intestine was found acutely kinked 
and adherent to the Cesarean scar, involved in a 
silk suture which was fecally impregnated. Pus 
tubes were also found and removed. 

At the time when I was investigating these cases 
I had only done three Cesarean sections, and had used 
silk in all three. The above cited cases led me to 
abandon silk, and since then I have stitched the 
uterus with two layers of interrupted sutures of 
No. 3 catgut. To the best of my knowledge only 
two of my scars out of about 130 have been un- 
satisfactory. Both these occurred in cases which 
were operated on by me during a short period when I 
was inserting mattress sutures for the first layer; at 
a subsequent section the membranes were bulging 
through the scar in each case. I blame the way I 
tied the mattress sutures rather than the catgut 
itself, as these two cases occurred in a total of five 
so sutured. I do not for a moment believe that 
“some suture more permanent than catgut’’ is 
essential in the uterine repair. 

In 1927 I saw another case of utero-abdominal 
fistula following the use of silk at Caesarean section. 
In 1928 I assisted at a section where silk had been 
used at the previous operation; a loop of small 
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intestine was firmly adherent over the old scar in 
the uterus. After separation of the gut five silk 
sutures facally impregnated were removed. The 
gut was opened during separation and subsequently 
closed by suture. On opening the uterus a very foul 
smell was obvious. The patient was not in labour 
and the membranes were intact. This patient at 
the time of operation had a pyrexia of 103° F., and 
she died about three weeks later of peritonitis. It is 
probable that the omission to pull the omentum over 
the uterine wound, a detail stressed by Dr. Lindsay, 
was partly responsible for the trouble in the two 
cases cited where there was subsequently serious 
adhesion between uterus and gut. 

More recently I have had to deal with three cases 
of intractable menorrhagia following Cesarean section. 

Case 1.—Two previous Cesarean sections, the latter 
eight months before attendance: silk used in both. 
Menstruation approximately 21/63 since first operation, 
and excessive. Curettage by me on Feb. 12th, 1931. 
No relief. Readmitted March 31st, 1931. Passed a silk 
suture through the scar, which had opened since the 
previous admission, on the next day. Laparotomy on 
April 9th, 1931. Another silk suture found in the abdo- 
minal wall. Uterus and omentum adherent to the parietes. 
Bladder drawn and adherent to the right side of the uterus. 
Right hydrosalpinx. Total hysterectomy with right 
salpingo-odphorectomy. Uterus fibrotic with septic 
endometrium and containing two more silk sutures. 

Case 2.—Almost continuous uterine hemorrhage since 
section eight months before. Curettage by me on June 
2nd, 1931. One silk suture curetted away. No relief of 
the hemorrhage. Sistomensin: still no relief. Sept. 8th, 
1931: Hysterectomy and left salpingo-oédphorectomy 
(small ovarian follicular cysts). Uterus contained two 
yes sutures ; considerable inflammatory reaction round 
them. 

Case 3.—Two previous sections; silk used at both 
The last was four years before. Menstruation for the last 
five months 8 to 12/14 to 21, unrelieved by curettage 
and sistomensin. Jan. 12th, 1932. Hysterectomy. 
Nothing specially notable about the uterus either naked 
eye or microscopically ; no silk sutures seen. (I am 
indebted to Dr. Clara Stewart for all the pathological 
reports. ) 

I have recently followed up as many as possible 
of my own cases of Cesarean section with respect 
to the menstrual loss. I have seen 51 of them person- 
ally. Of these only two have required treatment for 
menorrhagia. One responded to ovarian extract, 
and the other 5} years after section required hyster- 
ectomy for multiple fibroids at the age of 39. This 
is a very small series, but it is satisfactory as far as 
it goes. 

The case against the use of silk for uterine suture 
appears to me to be very strong. 

1 am, Sir, yours faithfully, 


ANDREW M. CLAYE. 
Park-square, Leeds, Jan. 5th, 1934. 


EPIDEMIC VERTIGO 
To the Editor of Tu® LANCET 


Srr,—I have received many letters from practitioners 
describing cases of giddiness, without any other 
symptoms, occurring in groups and often several cases 
in one house. I had hoped that one of these, with 
more experience than I have had, would have pointed 
out that “epidemic vertigo”’ is not a manifestation 
of “ influenza ’’ as Dr. A. N. M. Davidson would have 
us believe. Influenza has an incubation period of 
four days or less, epidemic vertigo one of seven to 
fourteen days. Influenza is usually associated with 
pyrexia; a subnormal temperature seems to be a 
characteristic of epidemic vertigo. The giddiness 
associated with influenza usually suggests the cause 
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to be cerebral anemia and occasionally passes on to 
loss of consciousness; the giddiness in epidemic 
vertigo suggests its origin in the semicircular canals, 
the slightest movement of the bed or the turning of the 
head through a small angle causing giddiness lasting 
a variable time. The time of the year when epidemic 
vertigo was common did not coincide with that during 
which influenza was prevalent. 

One would expect some cases of typical epidemic 
vertigo to occur in patients already infected with the 
virus of influenza, because we know that the virus 
lowers the resistance to many micro-organisms. It is 
probable too that the virus of the common cold 
renders the individual especially susceptible to 
whatever causes epidemic vertigo. 

I am, Sir, yours faithfully, 

Portland-place, W., Jan. 8th, 1934. 0. LzrTon. 


DEATH FOLLOWING BLOOD TRANSFUSION 
To the Editor of Tue Lancet 


Siz,—In the annotation under this heading in 
your issue of Jan. 6th the necessity for “ ee » 
is stressed as even more important than groupin 
In this connexion I should like to quote briefly 
case of some interest. 

A patient was recently admitted to New Lodge Clinic 
in whom both the history and signs suggested the presence 
of a carcinoma of the bronchus, The outstanding feature 
of the case, however, was the extreme of anemia 
that was present. The red cells num 1,500,000 
c.mm, and the hemoglobin percentage was 18. 
patient was desperately ill, aad & wie Eitan te ince 
an immediate attempt to overcome the anemia by 
a series of transfusions before attempting any other 
investigations or treatment. 

A donor of the same group (Group IV) was obtained. 
It is always my ice to “ match” before every trans- 
fusion, but in 


ition I also use a “time control” by 





mixing the recipient’s serum with cells which are known 
to be incompatible. In this case I used as a control my 
own cells (Group II). On watching the recipient’s serum 
and the donor’s cells for ten minutes there was no sign of 
incompatibility. Had it not been for the time control, 
I should have forthwith to the transfusion. 
After the same interval there was'no sign of clumping in 
the time control. I therefore waited. Signs of incom- 
patibility only began to appear after 25 minutes in the 
time control, and by this time the same signs were present 
with the donor’s cells. Complete clumping was seen in 
both after 35 minutes. I happened to have available a 
second Group IV volunteer and I - the experiment 
with his cells. I obtained an e similar result. Five 
other Group IV donors were teated and in every case 
signs of incompatibility were detected. The interval 
before the onset of clumping — ae 15, 30, 32, 34, 
and 35 minutes in the respective don 

tient belonged to 


Both the son and daughter of the 
the same group and in their case the was completely 


compatible, no clumping occurring after an interval of 
40 minutes. 

Two transfusions were given, using the son and daughter 
as donors, without any untoward result. No further 
search for suitable donors was made, as by this time the 
diagnosis was established and the condition was obviously 
hopeless. 

There is no doubt that without the time control 
the first donor would have been regarded as suitable 
and the patient would have received a transfusion 
of incompatible blood in spite of matching. The use 
of the time control entails very little additional 
labour, and in this instance at any rate it averted 
the possibility of a disaster. Obviously cases of this 
type must be excessively rare—I have come across 
no similar case in a series of over 100 transfusions. 
Nevertheless the chance of a disaster must exist 
without the employment of the control. 

I am, Sir, yours faithfully, 
New Lodge Clinic, Jan. 6th, 1934, JOHN VENABLES, 
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University of London 

Graham Scholarship in Pathology.—The senate are about 
to make an election to this scholarship, which was founded 
to enable a young man to continue his pathological 
researches while acting as a teacher under the professor of 
pathology at University College Hospital. The scholarship 
is tenable in the first instance for two years and is of an 
annual value of £300; it is not restricted to students of 
medical schools of the university. lications must be 
made before Jan. 31st, and further particulars may be had 
either from the academic registrar, ry | of London, 
South Kensington, 8.W.7, or from Prof. A. E. Boycott at 
University College Hospital medical school. 

At recent examinations = “eng were successful :— 


. (Medicine). ve x Camps, Sut Hosp. ; e 2 H. 
e Thomas’s 
E. | Freer Bay’ Univ. Gali. 


Enc Pees, Coli.’ emp. 5 M. . wkins, 
= pet @ Hosp. jC. we ae uy’s Howe. : peal 


w. wo Tn Tindall, Univ. Co hi and E. R. Williams, St. Mary’s 


of Women). , > 
og a ae Evelyn E. Go urlay,* Hoy, Free 1 3 
tics vi bine BA: here wp 3. 0. ck, Unly. Coil: 

° an 5. 
naw, Ro v. bony and ay args Hoe Sheffield ; Ernest 
a Sch.; Dorothy M. j ‘ 


Bow. 5 a H. Macfarlane, a Ra es H ", 
eT Peary Middlosce Hose’; and T: A. Seckings, Uni: Onil: 








Royal College of Surgeons of England 
Forthcoming lectures.—The following lectures will be 
iven on “y= Wednesdays, and Fridays during 
anuary and February: Jan. 15th and 17th, Prof. 
W. E. Le Gros Clark, on the evolutionary origin of the 
primates; Jan. 19th, Mr. L. R. Broster on the adreno- 
enital syndrome; Jan. 22nd, Mr. H. C. Edwards on 
wre the ing of the duodenum and jejunum, and Jan. 24th, 
on diverticula of the colon and vermiform appendix 
Jan. 26th, Mr. Alan Brews on a clinical research on the 
radium treatment of carcinoma of the cervix uteri; 
Jan. 29th, Mr. Arnold Sorsby on retinal abiotrophy ; 
Jan. 3lst, Mr. K. H. Watkins on the bladder function in 
low spinal injury ; Feb. 2nd, Mr. E. G. Muir on carcinoma 
of the prostate ; Feb. 5th, Mr. A. A. Davis on the presacral 
nerve—ite anatomy, physiology, pathology, and surgery ; 
Feb. 7th, Mr. J. M. Yoffey on the study of lymphoid tissue ; 
Feb. 9th, Mr. C. P. G. Wakeley on the surgery of the pineal 
gland; Feb. 19th, Mr. Denis Browne on talipes equino- 
varus; Feb. 2lst, Mr. C. Bowdler Henry on aberrant 
third molars and their menace; and on Feb. 23rd, Sir 
Thomas Dunhill on diaphragmatic hernia (non-traumatic). 
All the lectures will be given at the College at 5 p.m. 
On Tuesday, Feb. 13th, at 4 p.m., Sir Cuthbert Wallace 
will deliver the Hunterian oration. 


Leverhulme Research Fellowships 
Elections to these fellowships will be made in 1934. 
They are intended for the assistance of experienced 
workers who are prevented by pressure of routine duties 
from undertaking investigations in any subject. Fellows 
will usually be required to work in connexion with some 
centre of research. eg should reach 
Dr. L. Haden Guest, the secretary, at Union House, 
St. Martin’s-le-Grand London, E.C. 1, -.- later than 
March Ist. 
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The Price of Insulin 

The British Drug Houses Ltd. and Messrs. Allen and 
Hanburys Ltd., joint manufacturers of Insulin ‘‘ A.B.,”’ 
inform us of a reduction in its price, to come into force 
on Jan. lith. The new and old prices are as follows :— 

ls. 10d. for 100 units (5 c.cm.), reduced from 2s. 

. » 200 ,, (Sorl0c.cm.) ,, - aa 

- » 400 ,, (5c.cm.) 9” . wa 


Reference to our advertisement columns will show a 

simultaneous reduction in the price of Insulin ‘‘ Boots” 
as follows :— 

le. 5d. for 100 units (5 c.cm.), reduced from 1s. 8d. 

200 ,, (5 or 10 c.cm.) ,, oe ‘ 

* ( 10 Cc. cm. ) ’* * 

o (350.0cm.)) + =» 

LA (10 c.cm.) ’”? .° 


Royal Society of Arts 

The arrangements of this society for January, February, 
and March include addresses by Mr. Alan E. L. Chorlton, 
M.P., on the pooling of water-supplies (Jan. 31st), and by 
Mr. Robert R. Hyde on the human element in: industry 
(Feb. 7th). In the dominions and colonies section of the 
society Prof. C. G. Seligman, F.R.S., will give a lecture 
on anthropological research in the southern Sudan 
(Feb. 27th). 


Charing Cross Hospital Medical School 

The biennial Huxley lecture on recent advances in 
science in their relation to practical medicine, which was 
founded in commemoration of Prof. Thomas Henry Huxley, 
F.R.S., a former student of the school, will be delivered in 
the medical school on Wednesday, Jan. 24th, at 5 p.m., by 
his grandson, Prof. Julian Huxley. Prof. Huxley will 
speak on embryology as an experimental science, and 
Dr. Gordon Holmes, F.R.S., will take the chair. Tickets 
for the lecture may be obtained on application to the dean 
of the medical school. 

Royal Institution 

The of lectures to be delivered between now 
and Easter includes Friday evening discourses on the 
evolution of the mind, by Prof. G. Seliot Smith, F.R.S. 
(Jan. 19th); on dust and smoke, by Prof. R. Whytlaw- 
Gray, F.R.S.; on surface tension, by Mr. Allan Ferguson, 
D. Se. (Feb. 16th); and on the new hydrogen, by Lord 
Rutherford, F.R.S. (March 23rd). Among the courses of 
lectures to be held in the afternoons is one on vitamins, 
by Mr. L. J. Harris, D.Sc., and one on human biology, 
by Prof. Elliot Smith, beginning respectively on Jan. 18th 
and Feb. 10th. Further particulars may be had from the 
secretary of the institution, 21, Aheunslocinnt, London, 
W.1. 

Scholarship and Grants for Research 

Scholarships.—The council of the British Medical Associa- 
tion announces that it is to receive applications 
for research scholarships as follows: an Ernest Hart 
memorial scholarship, of £200 per annum ; a Walter Dixon 
scholarship, of £200 per annum ; and three research 
scholarships, each of £150 per annum. These scholarships 
are given to candidates whom the science committee of 
the Association recommends as qualified to undertake 
research in any subject (including state medicine) relating 
to the causation, prevention, or treatment of disease. 
Each scholarship is tenable for one year, commencing on 
Oct. Ist, 1934. A scholar may be reappointed for not 
more than two additional terms, and is not necessarily 
required to devote the whole of his or her time to the work 
of research. 

Grants.—The council of the Association is also prepared 
to receive applications for grants for the assistance of 
research into the causation, treatment, or prevention of 
disease. Preference will be piven, other things being equal, 
to members of the medical profession and to applicants 
who propose as subjects of investigation problems directly 
related to practical medicine. Applications for these 
scholarships and grants must be made not later than 
May 12th, P9034, on a@ form, supplied on application to the 
medical secretary of the Association, B.M.A. House, 
Tavistock-square, London, W.C.1. They must be accom- 
panied by the names of three referees competent to speak 
as to the capacity of the applicant for the research proposed. 
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Dr. Henry Douglas Weatherhead (senior medical 
officer) has been appointed a nominated official member of 
the Legislative Council of Saint Lucia. 


King Edward’s Hospital Fund for London 

Among recent contributions are the sum of £1000, being 
the annual = aie of H.M. the King, who is patron 
of the Fund, and the sum of £105, being the annual 
subscription of H.M. the Queen. 


Royal Microscopical Society 

The annual meeting of this society will be held at 
B.M.A. House, Tavistock-square, London, W.C., on 
Wednesday, Jan. 17th, at 5 for 5.30 p.m., when Mr. Conrad 
Beck will deliver a presidential address on some recent 
advances in microscopy. 


British Institute of Philosophy 


An address on traditional morality and modern life 
will be given by Prof. W. G., De Burgh at University College, 
Gower-street, London, W.C., at 8.15 P.m., on Tuesday, 
Jar. 16th. The chair will be taken by Sir Herbert meow. 
Cards of admission can be obtained from the director of 
studies at University Hall, 14, Gordon-square, W.C. 


Donations and Bequests 


By the will of the late Miss Hilda Lorimer Byrne Haking, 
of the Grand Pump Room Hotel, Bath, the testatrix left 
£1000 to the London Hospital with which to found a 
scholarship “‘in remembrance of the skilful and successful 
operation performed by Mr. Walton, their consulting 
surgeon, upon myself.” 

University College Hospital Centenary 

The hundredth anniversary of the foundation occurs 
this year, and an ao is being made for £100,000 “ for 
purposes which will worthily commemorate this important 
event in its history and be of lasting benefit to ite work.” 
The two outstanding purposes are described as the provision 
of adequate accommodation for the infant welfare and 
antenatal departments and pay-beds for persons of limited 
means. The hospital, which now has 540 beds, has 
treated over 4,000,000 patients since its inception, 


Thomas Guy’s Tomb 


Founders’ Day at Guy’s Hospital was commemorated 
on Saturday last by the reopening, after underpinning and 
repairing, of the chapel crypt, which contains the tomb 
of Thomas Guy. The walls and the vaulted roof have 
been cleaned and whitewashed, a mosaic floor laid down, 
and an Elizabethan table put in to serve, when occasion 
requires, as an altar, it being intended to use the crypt 
as a small additional chapel. Astley Cooper, William 
Hunt, and John Love, all surgeons at Guy’s, are also 
buried there. 


Royal College of Physicians of Ireland 

At the meeting of the Fellows of the College on 
Jan. 5th, Dr, Francis Carmichael Purser, the president, was 
elected King’s professor of the practice of medicine in 
the School of Physic in Ireland, Trinity College, Dublin. 
Dr. Purser has been for several years one of the physicians 
to the Richmond, Whitworth, and Hardwicke Hospitals, 
and was formerly physician to Mercer’s Hospital. He 
was for some years professor of medicine in the School of 
the Royal College of Surgeons in Ireland. 


International Society of Medical Hydrology 

The annual meeting of this society is to be held from 
Sunday, Jan. 28th, to Friday, Feb. 2nd, at Zurich, Davos, 
and St. Moritz. The president-elect is Prof. O. Veraguth 
of the faculty of medicine of Zurich University. The 
principal subjects for discussion are the thermal bath 
reaction (‘‘ crise thermale"’) and the physiological and 
therapeutic effects of high mountain climates. Decisions 
will be taken concerning the nomenclature and classifica- 
tion of muds, peats, and other agents used in physical 
medicine. The meeting is open to medical men other than 
members of the society, and to their wives. Applications 
to attend should be made immediately on a form to be 
obtained from the general secretary of the society, 109, 
Kingsway, London, W.C.2. A party travelling via 
Dunkirk will leave London on Jan. 26th. 
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JOHN BOWRING LAWFORD, F.R.C.S. Eng., 
LL.D. McGill 
CONSULTING OPHTHALMIC SURGEON TO 8ST. THOMAS’S HOSPITAL 
AND TO MOORFIELDS 

WE regret to announce the death of Mr. Lawford, 
the well-known ophthalmic surgeon, whose work at 
Moorfields and St. Thomas’s Hospital established his 
reputation as a professional leader. 

John Bowring Lawford was born in Montreal in 
1858, and was educated in that city and at McGill 
University. Here he graduated in 1879 as M.D., C.M. 
He then came to St. Thomas’s Hospital, took the 
M.R.C.S. in 1879, and proceeded to the Fellowship 
in 1885. He held the resident appointments at St. 
Thomas's, and served as clinical assistant in the 
ophthalmic department, and was for a period resident 
at the Bethlem 
Hospital. His long 
connexion with 
Moorfields now 
started, for he held 
the position of 
house surgeon, and 
was then appointed 
curator of the 
museum and patho- 
logist to the insti- 
tution. In 1886 he 
became assistant 
ophthalmic surgeon 
to St. Thomas's 
Hospital, and lec- 
turer on ophthal- 
mology in the medi- 
cal school, Edward 
Nettleship being 
his chief. In 1890 
he was appointed 
assistant surgeon 
to Moorfields. 
These were the days 
when the hospital was situated in Bloomfield -street, 
near Broad-street Station, and the laboratory accom- 
modation was meagre and its equipment very simple. 
Lawford, working there in 1884-85 as pathologist, 
was cutting sections of the retina with a free hand 
and without a microtome, and proving extremely 
skilful in carrying out this difficult procedure. He 
came doubly under the notice of Nettleship, his 
senior at Moorfields also, and how much he con- 
sidered himself indebted to his chief was expressed 
in the obituary notice which he wrote of Nettleship 
in our columns, testifying to his faculty of encouraging 
others in observation, and infecting them with his 
own enthusiasm for thoroughness in an investigation. 
Lawford followed the systematic and patient methods 
of his teacher, as emerged, first, in his work as curator 
and, later, in his clinical methods. He was never 
venturesome, nor was he prolific of new techniques ; 
he was deliberate and neat and remarkably successful. 
Moorfields and its traditions were always very dear 
to him, and not only did he do much to maintain 
its standards and to hand on his wisdom, but he 
took a practical interest in the conduct of the insti- 
tution, served for many years on the committee of 
management, and manifested always a deep concern 
for the welfare of the patients. He assisted Nettleship 
to operate upon Gladstone, and recorded that great 
man’s characteristic comment on the imperfect 
result—‘ Poor Nettleship.” 


MR. LAWFORD 
[Photograph by Elliott & Fry 


Lawford was an original member of the Ophthal- 
mological Society of the United Kingdom founded 
in 1880 with Bowman as president, and as early as 
1882 he made a communication to the society in 
association with Walter Edmunds, on optic neuritis 
in cases of cerebral tumours. In this it was endea- 
voured to show by microscopic examination that the 
condition was due to a descending inflammation of 
the optic nerve. This view held the field until cerebral 
decompression showed the neuritis to be an edema. 
For over 50 years, therefore, he was an active adherent 
of the society, assiduous in bringing cases forward, 
intervening in discussions, and furnishing original 
communications. He was one of the first to demon- 
strate the presence of tubercle bacilli in the tissues 
of the eyeball, and a paper on the subject, read in 
January, 1886, is of considerable historical interest, 
for Waren Tay examined the fundus of one of the 
cases, Stanford Morton drew the picture, and Lawford 
made the microscopical examinations. Lawford was 
president of the society in 1911 when he delivered 
an address from the chair on the Vaccine Therapy 
of Eye Diseases ; and he recorded his long association 
with it when, in proposing a vote of thanks to Sir 
Arthur Keith as the Bowman lecturer in 1930, he 
recalled the fact that he had been a member of the 
society when Bowman was president. 

At the time of his death Lawford was a member 
of the Prevention of Blindness Committee of the 
Union of Counties Associations for the Blind, and here 
he worked in close association with the late J. H. 
Fisher, the two becoming largely instrumental in 
drawing up the certificate of blindness which is now 
accepted by the Ministry of Health in connexion 
with the Blind Persons Act. Only a few days before 


his death, we are informed by Mr. Percy Flemming, 
Lawford asked the secretary of this Committee for 
“some papers to play with,” but when they were 
taken to him he was already too ill to deal with 
them. 

Lawford was a valuable and industrious writer on 


his subject. He was at one time editor of the 
Ophthalmic Review, was for some years managing 
director of the British Journal of Ophthalmology, 
contributed largely to Tuke’s Dictionary of Psycho- 
logical Medicine, wrote the article on diseases of the 
orbit in the Encyclopedia Medica, and other com- 
munications to Morris and Oliver's Diseases of the 
Eye. 

He had retired from active practice for some years, 
and died on Jan. 3rd at Ashstead in his seventy-sixth 
year. He was unmarried, and for many years made 
a home for his mother and his sisters, who were 
very active members of the Moorfields Ladies’ Guild. 


THOMAS SWALE VINCENT, M.D.Lond., D.Sc., 
F.R.S. Edin. 

LATE PROFESSOR OF PHYSIOLOGY, UNIVERSITY OF LONDON 

WE announced last week the death of Prof. Swale 
Vincent, formerly professor of physiology in the 
University of London, which occurred on Dec. 31st, 
1933, at his home in St. Albans. 

Thomas Swale Vincent was born in 1868, and 
educated at King Edward VI. Grammar School, 
Birmingham, proceeding for his medical training to 
the University of Birmingham, then the Mason 
University College. He uated in 1894 as M.B. 
London, having previously taken his English double 
diploma. After qualification he went to Heidelberg 
University, where he studied physiological chemistry 
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under Professor Kossel, returning to Birmingham 
to take up the appointment of demonstrator of 
physiology in the medical school. Swale Vincent at 
once began the study of the suprarenal glands, 
which had just then become the centre of interest 
in physiology owing to the discovery of Oliver and 
Schafer of the biological action of the extract of these 
organs. In 1896 he published his first paper, entitled 
The Suprarenal Capsules in the Lower Vertebrates, 
in the Proceedings of the Birmingham Natural 
History and Philosophical Society. Soon after- 
wards he was appointed British Medical Association 
research scholar, and went to Schafer’s laboratory 
at University College where he continued his 
investigations. After two years he became Sharpey 
scholar in physiology, an appointment which 
carried with it the post of chief assistant in the 
physiology department, and later he was appointed 
assistant professor of physiology under Prof. 
Starling. In 1898 he became secretary of the Ductless 
Glands Committee of the British Association. He left 
University College in 1900 to take up the post of 
lecturer in histology in the University of Cardiff, where 
one of his students was Sir Thomas Lewis, with 
whom he published two papers on the biochemistry 
of muscle. He left this post in 1902 to hold the Francis 
Mason research fellowship for investigating the 
physiology and pathology of the thymus and other 
ductless glands, and came to the physiology depart- 
ment of Edinburgh University, to work under Sir 
Edward Sharpey-Schafer. 

In 1904 he commenced his association with Canada 
through appointment to the chair of physiology in the 
University of Manitoba, and he remained in Winnipeg 
till 1920. Here he practically created a new depart- 
ment, a task which he performed successfully while 
he served as a member of the Canadian Industrial 
Fatigue Board. When he left Winnipeg to return to 
London the University of Manitoba paid him a well- 
deserved tribute by conferring upon him an honorary 
LL.D. In London he was now appointed professor 
of physiology in the University, the chair being at the 
Middlesex Hospital, and the active state of physiological 
study there when he retired in 1930 bears witness to 
the success of his work. During this period he acted at 
various times as examiner in the Universities of 
London and Leeds, and at the English Conjoint Board. 

Prof. Vincent’s numerous publications cover a large 
part of endocrinology. Beginning with a study of 
the suprarenal glands he proceeded to investigations 
on the pituitary, the thymus, the thyroid and para- 
thyroid glands, and the islets of Langerhans. In 
extending his investigations to the action of normal 
tissues other than endocrine organs, Swale Vincent 
discovered the existence of substances present in all 
tissues producing a marked lowering of blood pressure 
and different from choline. One of these substances 
was identified later by Barger and Dale as histamine, 
the subsequent study of which in the hands of Dale 
and his collaborators has revealed its profound 
physiological significance. Vincent was a careful 
worker, with a highly critical mind, qualities which 
enabled him to make positive contributions of lasting 
value, and to clear the new science of endocrinology 
from many pseudo-scientific weeds. The high 
international reputation of his work found recognition 
in the request to write a series of reviews on the 
ductiess glands for Ascher-Spiro’s Ergebnisse der 
Physiologie. These reviews were later expanded into 
a book, ** Internal Secretion and the Ductless Glands,” 
which, first published in 1912, has since passed through 
three editions, and is one of the standard works on the 
subject. He also published in 1924 an “* Introduction 


to the Study of Secretion,” and in 1929, with 
Prof. Samson Wright, an “Introduction to Practical 
Mammalian Physiology.” 

In 1914 he married Beatrice, daughter of Mr. W. 
Overton of London, by whom he had two daughters. 

Dr. W. Cramer writes: “Prof. Swale Vincent 
was a man of firm principles and high ideals. He 
was essentially a shy man, and this sometimes gave 
an impression of brusqueness, while to those who 
had the privilege of knowing him well he was a staunch 
friend and a charming companion. He had a deep 
love and a great understanding of music and was 
himself no mean pianist. It was characteristic that 
in the last years of his active life he became interested 


in the study of the physiological reactions of the 
body to music.” 


ROBERT PROSSER WHITE, M.D. Edin. 


Dr. Prosser White, who died at Southport on 
Jan. 4th at the age of 78, had won for himself an 
international reputation in industrial diseases. He 
was the only son of Dr. James White of Wigan, where 
he spent the whole of his active life. He went to 
school at Clitheroe, going on to Edinburgh University 
and taking his medical degree there in 1878, After 
serving as house surgeon at Halifax, he joined his 
father in practice in the Wigan coalfield area, with 
its iron-works and 
cotton mills, the 
conditions of 
employment in 
which he learned 
to know. Soon 
after becoming 
certifying factory 
surgeon himself in 
August, 1896, he 
published a paper 
on nitro- and 
dinitro-benzol 
poisoning, based on 
the examination of 
men employed in 
explosive works. 
An appointment as 
physician in charge 
of the skin depart- 
ment at the Royal 
Albert Edward 
Infirmary gave him 
first-hand know- 
ledge of the skin 
affections asso- 
ciated with the 
local industries, and in 1915 he published his 
work on “ Occupational Affections of the Skin,” 
to which he later added the title “‘The Dermater- 
goses.”” This book was translated into several 
languages and brought him recognition by dermato- 
logists in other countries. As a result he was 
appointed by the League of Nations a member 
of its permanent committee for the study of occu- 
pational diseases, and was invited by the American 
Journal of Industrial Hygiene to become associate 
editor. He possessed a large capacity for work, and 
maintained his keenness throughout a long life; he 
did not regard himeelf as a great clinical dermatologist, 
but rather as a collector of information. It was thus 
that he started in October to attend the tercentenary 
celebration in Milan of the birth of Ramazzini, whom 
he admired for his spirit of adventure and inquiry. 
A substantial part of this paper appears on another 
page of our present issue. 


DR. PROSSER WHITE 


[Photograph by BUliott & Fry 
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Dr. Prosser White, as we have said, spent the most 
part of his life in Wigan and cherished a great 
affection for his native town, its history, traditions, 
and people. One of his chief hobbies was collecting 

ictures and prints of old Wigan, a selection of which 
he recently presented to the public library. This 
library also contains a large number of recent medical 
books, the presence of which is due to a trust fund 
which Prosser White inaugurated. He also gave to 
the library a number of sixteenth and seventeenth 
century works on dermatology and the occupational 
diseases. His interest in music led him to endow an 
annual musical recital at the parish church. His 
benevolence had many other outlets, and the sum of 
his generosity was known only to a few. 

Dr. Prosser White married Miss Clarice Rougetel, 
daughter of a Jersey clergyman, who survives him 
with two sons. 


FRANCIS GUILLEMARD, M.D. Camb., F.L.S. 

Dr. Francis Guillemard, who died shortly before 

Christmas at his house near Cambridge, was a medical 

man, inasmuch as he graduated in medicine at the 

University, but he never practised, and, although 

a considerable author, he wrote nothing of an exactly 

medical nature except a paper on Endemic Hematuria 

in the Tropics. He was an indefatigable traveller, 

and before entering Gonville and Caius College had 

passed much time in Lapland and in various districts 

in Southern Africa. He graduated in medicine in 

1881, and went out to the first Boer war, and later 

was a member of the Marchesa expedition, acting as 

naturalist on the yacht in its voyage exploring 

Kamechatka and the Malay Archipelago. He wrote 

the record of this expedition, and later worked in 

Cyprus, until in 1888 he was elected to a university 

on geography established in that year 

in Cambridge. But he held the post for a very short 

time, relinquishing it to accompany Sir Charles Euan 

Smith’s commercial mission to Morocco. He was 

a considerable contributor to scientific journals and 

literature on the scientific side, and also 

Mary Kingsley’s two first African books 

scheme pos by the late Sir Clement Markham, 

as general editor of the Cambridge 

series of county geographies. 

coal geet § aang which he passed 

as well known to many of the 

the colleges, being, as one of his 

friends writes to us, ‘“‘a man who made learning 
interesting and hospitality a gracious art,” 


J. A. RAWLINGS, M.R.C.S.Eng., M.R.C.P. Edin. 


CONSULTING PHYSICIAN TO THE SWANSEA GENERAL HOSPITAL 
By the recent death of Dr. J. A. Rawlings, Swansea 
lost a well-known and valued citizen. He was 85 years 
old at the time of his death, and had practised con- 
tinuously in Swansea from the year 1870, when as 
a student at Guy’s Hospital he obtained his first 
qualification. He was appointed almost immediately 
to the out-patient department of the Swansea 
General Hospital, becoming full physician in 1881 
and consulting physician in 1889, a position which 
he held at the time of his death. On the Swansea 
town council he had a powerful voice, being at 
different times a member of many of the important 
committees and chairman of the health committee ; he 
was an alderman and a J.P., and served the community. 





STrr~inc RoyaL INFrRMARY.—The annual report 
shows an increase of £1900 in the income. were 
2416 in-patients, and their average cost per day was 
6s. 10d.; out-patients numbered 3339. 
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SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, wis le-street, 
——., Jan. 15th.—4 P.M., UNITE: ERVICES tat ‘ine 
don School of Hygiene —~ 9 Tropical Medicine, 
pres -street, W.C.1), Lecture and monstration 
P. Crowden : Insulation against Heat and Coli 
special reference "to the problems of comfort in 


ey? 

Tumspat. —5 P.M., SPECIAL MEETING OF FELLOWS. To 
consider alteration in the by-laws. 5.30 P.M.. GENERAL 
MEETING OF PELuows, ot for election to the 
Fellowship. P.M. for 8.30 P.M., PATHOLOGY, Labor- 
atory t the London 





Mammalian Tu le Bacilli. Edith 
Smooth Variants of Pfeiffer’s Bacillus. R. 8. Tw : 
The easurement of Electrode Poten otemtiale. Lucy 

b4 v4 Different Types of Anemia in Monkeys. 

eee Certain diseases of Laboratory Animals. 

We Wooldridge and A. F. B. Stan : Inhibition 

of Baceestet Oxidases by Solid Potassium Cyanide 
Working at a Distance. 

THURSDAY.—5 P.M., DERMATOLOGY. (Cases at 4 P.M.) 

Cases. A. Burrows (for Dr. O’Donovan): 1. 

in Childhood. Dr. J. E. M. W lh 


Associated with 
‘ B. wling: 3. Poikilodermia 
—— Neticulasis Senoul). Dr. Hugh Gordon : 
milethrix. Other cases. 7.45 P.M. (at the 
ang for Rs “a Paralysis, Maida Vale, 
W.), NEUROLOG 
. PuysicaL MEDICINE. 
mt of Mucous Colitis. Openers : ; 
. Geoffrey Holmes, ,— Julius Burnford. 
GYNZCOLOGY. Short 
las MacLeod: The Histo- 
. Chassar Moic : Demon 
Instruction of Student~ 
in the Mechaniam of Labour. Paper. Prof. Gilbe: 
Strachan: Unpreventable Obstetric a RG 
8.30 P.M., RADIOLOGY. The Protracted 
Fractional X the Lary (Coutard) ‘im the Treatment 
of Cancer of pener : 


Webster, followed 
. M. Woodburn May 


section are specially in invited t to attend and take part 
in the discussion. 
CHELSEA CLINICAL SOCIETY. 
TuEsDAY, Jan. 16th.—7. . th P. * te 
randt, Thurloe- * Ravan 
cussion on a dvatices 
opened by Dr. R. 
HUNTERIAN SOCIETY. 
Monpay, Jan. 15th.—9 P.M. (at the London Mansion House), 
Dr. ‘Jacques Forestier, of Aix-les-Bains : Rheumatoid 
fos and its Treatment by Gold Salta. (Hunterian 


ROYAL SOCIETY OF TROPICAL MEDICINE AND 
HYGIENE. 
18th.—8.15 P.M. (at 


pee at the Hotel 
,» followed by a Dis- 
in Anesthetics, to be 


AY, Jan. Manson 
26, Portland-place, W. y Dr. G. W. M. Findlay: 
Immunisation Yellow Fever. x Freceded at 
P.M. by a Demonstration omenged r. Findlay 
to illustrate the subject of his paper . 
EUGENICS SOCIETY. 
Turspay, Jan. 16th.—5 P.M. (at oP pee of the Linnean 


y, Bur m House, Dr. R. 1 
ie 7 “br. G. P. Blacker : 


Down, Dr. E. 4 belt 
Safeguards in Eugenic 
SOUTH-WEST LONDON MEDICAL SOCIETY, Bolingbroke 
Hospital, Wandsworth Common, 8.W. 
EDNESDAY, Jan. 17th.—9 P.M., Dr. J ues Forestier : 
Early Diagnosis of Various Forms of tis and their 
reatment. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln's 


Bioxpas, Jas, 15th, tack : "The Hvolutionary Origin “of the 
ros C vo of the 
Primates. (H ys ang ng 
Fripay.—5 P.M., Mr. L. R. : The Adreno-genita! 
Syndrome. ‘(Hunterian ay 
FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 
SaTURDAY, Jan. 13th to ‘SATURDAY, Jan. 20th.—NAaTIONAL 
TEMPERANCE Hampstead-road, N.W.. 
at ae tee he | = Children’s Diseases, illus- 
Leonard Findlay, on Sat.. 


trated by 
Jan. 13th, at 3 P.M. 7 NATIONAL HOSPITAL FOR DiIsEASE= 
lan: pecial 


-square A 
ions of X Ray Films and Electro- 
: Tues. at 8 P.m., Dr. Peter 
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Keeley : X Ray Films—Diseases of the Heart and 
Li Wed. at he * P.M., Dr. Kenneth ~~ 
E at 4.30 P.M. 

Kerle of 

i T y= (These three demonstra- 
tions are Pract a suitable for M.R.C.P. candidates. )— 
MEDICAL Society or LONDON, 11, Chandos-street, W., 
Lecture-Demonstration on In m by Dr. A. E. 
Clark-Kennedy on Tues., from 2.30 p.m. to 4 F “.— 


Courses of instruction, lectures, &e., by the 





arranged 
Fellowship of Medicine are open only to Members and 
it if otherwise stated. 





LONDON SCHOOL OF "DERMATOLOGY, St. John’s Hospital. 
49, Leicester-square 
Turspay, Jan. niet aa P.M., Dr. G. B. Dowling: Sebor- 
rhea. Seborrheic Dermatitis. 
WEDNESDAY.—5 P.M., Dr. J. M. H. MacLeod: Ringworm 
Infections. 
KING’S COLLEGE HOSPITAL MEDICAL SCHOOL. 
THURSDAY, Jan. ee 30 P.M., a, —_— Greenwood : 
rap and Mr. Harold 
Paereciation of abba’ Pain. 
CENTRAL LONDON THROAT, NOSE AND EAR HOSPITAL, 
Gray’s Inn-road, W.C. 
vamex, Jan, 19th.—4 P.m., Mr. W. G. Scott-Brown: Deaf 


ROYAL INSTITUTION, 21, Sibemasip-cteest, w. 
DAY, Jan. 18th.—5.15 P. M., oY - Harris, D.Sc. : 
itamins. (First by | four lectures 

. . Elliot Smith : The Evolution of 


LEEDS GENERAL INFIRMARY. 
7. Jan. 16th.—4 P.m., Mr. J. Foster: Demonstration 
Ophthalmic Cases. 
GLASGOW POST-GRADUATE LECTURES. 
WEDNESDAY, Jan. 17th.—4.15 p.m. (at the Royal Maternity 
and Mg omen’s Hospital), Dr. S. J. Cameron : Obstetrical 


_ Appointments 


Cc entiyins Surgeons under Le Facto; 
. D., M.B., B.S. Durh. ( 
wk, H. N. 5 - aie 
; Fraser, A. D., id - 
- J., M.B., B.Ch. N.U.I1. 

land); and STEWART. J., L.R.C.P., 
Glasg. (Hamilton, Lanark). 





and Worksho 
altwhistle, Northumber- 
rs Birm. (Worcester 


Ch.B cane, (Carlisle) ; 
(Hexham, Yorthum ber- 
L.R.C.8.E., L.R.F.P.S. 


Acts: 
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Nethaien General Hosnital.—H.S. At rate of £150. 
N ane. City Education Committee.—Jun. Asst. 
edical Inspecter. £500. 


Notti General Hospital.—Res. Cas. O. and H.S. At rate 
of £200 and £150 respectively. 
i a ewes Orthopedic H l, Headington.— 


H.S. 
Plaistow var H .—Sen. Bes. M. wal A 
ee st on 


Hospital.— 
westhetist and H.S. s fo Spec. I a WAC rote at 4130. 
Poplar . a af" om ‘med India Dock-road, E.— 


Queen’s 4-4 ow Children, Hackney-road, E.—Temporary 


St. p— A "Hospital, E.C.—Chief Asst. for Consultative 
Neurological Clinic. 
St. Helens Hospital, Lancs.—Sen. H.S. £200. 
St. John's ¢ Hospital, Lewisham, S.E.—Res. H.S., Res. Cas. O., 
P.’ Each at rate of ai. 
St. _ Abbots H Marloes-road, W.—Asst.M.O. £350. 
Sheffield, Children’s ospital.— Res. mo. £175. Also H.P. At 
Shepield, Jessy Hospital al for W: H.S. At rate of £100. 
Jessop ior Women.— rate o' 
Royal In: .—Ophth. H.8., Asst. Aural and Ophth. 
poe: and Each at rate of £80. 





Sout. 
South Shields, I 
Inft y 

Victoria Hospital for C 

Surg. > H.P 
Wolverhampton Royal H.8 

Throat, and Nose Dept. Each at rate of £100. 
The Chief Inspector of Factories announces vacant a cgpeins- 


ments for Certi Facto: Surgeons at Bi Iph- 
Maybole, Ayr; and Mitcheldean. 


The Secretary of State for the ly -¥ Be ny gives notice 
for a Medical Referee under the Workmen's a | 
Act for the Barnstaple, Bideford, _—_ Molton, and 
Torrington County Court ~~ cts. plications should 
reach the Private i Bice, —— 
London, 8.W., not Jan. mene 
is also announced in the + *. -® Raat Court Distri 
A must be sent to the Home Secretary by 
an. 3 


~ Births, Marriages, and Deaths 


BIRTHS 
Camnaanett —On Jan. ist, at K ley-way, London, the wife 
of Dr. E. Arnold Carmichael, o' a@ son. 
EpWarps.—On Dec. 31st, pee ‘at an -home, Maidstone 
the wife of Dr. Ivan F. W. Edwards, udhurst, Kent, of 
lace, W., the wife of 


a daughter. 
MAckiE.—On Jan. 5th, at Mandeville- 
Dr. K. W. Mackie, Sarisb -green, Hants, of a son. 
Old Court, H -hill, Ealing, 


Walse.—On Dec. 30th, at 
P. Walsh, Hindes- , Harrow, of a 








the wife of Dr. H. 


da ter. 
WHARTON.—On Jan. 4th, at Bloxham-road, Banb: 
of John Christopher Wharton, M.R.C.S., of a 


MARRIAGES 

ANDERSON—HvutTron.—On Jan. 2nd, at wR. 
Streatham-hill, Edward Wm. Anderson, M D. C.P 
to t Mottram Hutton. 

AYNBLEY—LoGAN.—On Dec. 21st, 1933, at St. Jaa. Beceem. 
Thomas Rutherford Aynsley, M.B., D.O.M.S., to Sylvia 
Millicent, daughter of Mr. and Mrs. T. T. of 
Boscombe. 

eS ~~ ay Bor 1933, in London, Lt.-Col. 


Francis Ern Gun 8.0., .M.C. (retd.), to Mrs. 
Violet Edith estreattelid Robins, of Star HL Rochester. 

am oY —On Dec. 30th, at Dorchester, Donald ¥% 
MacBean, L.D.S., R.C.S. Eng., of Welbeck-street, W., 
Gwendolen Jane Brooke, M.R.G 8., D.P.H., of Colne ON 
Brantham, East Suffolk. 

PaLin—ApDaAmMs—On Jan. 6th, at St. Thomas’s Church, Sunder- 
land, Anthony Gurdon Palin, B.A., MRCS., L.R.C.P. 
to Mary Phyllis, only daughter of Cecil T. Adams, of 
Sunderland. 

DEATHS 

Hotitoway.—On Jan. 7th, Samuel Typdestok Holloway, 
M.R.C.S., LBLE. Bedford Park, W 

~ ore,” Ashtead, Surrey, 
-R.C.8S., LL.D. 

5, —On ;. Leo 1933, at Chichester -w eo = 
a result of fall from horse, Neil Matheson, 198 22 
youngest beloved son of Dr. and Mrs. Mat! - 
wed, Remit Buried at Balmacarra, oss-shire, on 
an. 3rd, 1934 

NEwToNn.—On Jan. ‘8th, ot roe a Sy ay Henry William 
Newton, M.R.C.S., L.R.C.P. years. 

PROSSER WHITE.—On Jan. 4th, at At -_ Ppotals, 

near Southport, Robert White, M.D., aged 78. 

Sramnow. —On Jan. 4th, at — White’ burch. Ross-on- -Wye, 


Randal Sparrow, B , M. R.C.8 
STEEN — x. On Jan. 7th, at The Drive Iiford, "ee James Ross 
M.D., aged 6 years. 
euswanne "On Jan. oth, Tat Southwold. Kenley, Surrey, the 
residence of his sister, after a lo Lm Malcolm Stewart, 
L.R.C.P. & 8. Interment at Upper Rock 
WINcCKWORTH.—On Jan. 2nd, at Rock-gardens, Brighton, 
Charles Trew Winckworth, MRC. C.S., aged 89 years. 


N.B.—A fee of 78. 64. is for ‘the insertion of Notices of 
— Births, fo tn and Deaths. 








114 THE LANCET) 


(san. 13, 1934 





NOTES, COMMENTS, AND ABSTRACTS 





RAMAZZINI 
THE FATHER OF INDUSTRIAL MEDICINE * 


By R. Prosser Waite, M.D, Edin. 


Many eternal truths are to be found in this 
physician’s writings, which our profession would be 
— to remember. Did he not, nearly 300 years ago, 

“* We physicians are bound in duty to preserve 
the lives of those workmen (miners), by investigating 
their diseases and proposing cautions and remedies 
for the removal of them”? Catholic in his humanity 
and humble in his wisdom Ramazzini confessed that 
he was “ not ashamed of an acquaintance with the 
states and conditions of the meanest of tradesmen, 
— nothing more at heart than the discovery of 
truth.” 


Ramazzini has discovered for us much knowledge 
which lay hidden in antiquity. In his ‘“‘ Diseases of 
en”’ more than five hundred ripe sayings from 
Aristophanes, Galen, Agricola, Fallopius, Bacon, and 
numerous lesser classical writers are quoted. Owing 
to the numerous editions and translations of his 
works, these have become the current comment of 
the world. The hazards of 43 different occupations 
are pictured. This mass of information exposed the 
terrible hardships from which artisans, throughout the 
ages, have suffered. Like all original thinkers and 
investigators his writings were copied and pilfered. 
In 1777 Mr. de Fourcroy stated that no less than 
five plagiarized versions of his literary compositions 
had appeared, almost in their entirety, without 
acknowledgment. It is perhaps a pity that he did 
not know of Ulrich Ellenbog’s brilliant treatise on 
“The Poisonous Evil Vapours and Fumes of Metals,” 
written in 1473, but despite this lacuna, Ramazzini 
was the acknowledged authority on industrial disease 
during the 18th century, and even to-day his is the 
quarry into which we must delve to discover the 
early beginnings of occupational medicine. 

The secret of this is not far to seek. Ramazzini 
was filled with the spirit of adventure and inquiry. 
Did he not chide ‘the indolent physicians, who 
ridiculed and laughed at the professor and searcher 
after things, who made dangerous journeys to sub- 
terranean places, in quest of the secrets of nature ”’ ? 
He ran the risk of his life in tracing the springs of 
Modena. He descended “into the pits which yield 
the petroleum of the mountains.” He felt he must 
know the working conditions of the artisans in whom 
he took so lively an interest. His desire was to visit 
every type of “ workhouse.” His descriptions of 
lead glazing, of pottery, of soap making, of gilding 
of metals, are as realistic as if they had been written 
to-day by some expert investigator. What does 
astonish us is how all these things were accomplished 
without modern conveniences, modern machinery, 
and the synthetic art of the chemist ? 

Many have failed to note the position of Ramazzini 
in the dermatological world. Not so W. A. Pusey 
who writes (‘‘ History of Dermatology,’’ London, 1933) 
of him: ‘ One of the very significant, but neglected 
figures in dermatology arose in Italy in the last 
quarter of the 17th eon Mong? He laid great stress 
upon the cutaneous stigmata of a man’s trade, the 
wrinkled and sometimes ulcerated skin of the brick- 
layer, the bakers who quickly reveal their trade when 
they show their hands, the hard skin of the sailor. 
He noted the elephantiasis of the Jews. He describes 
“the chops of the skin, caused by the sharpness of 
the lye (alkali itch), leading to inflammation and fever 
occurring in laundry and washer women.” The colour 
of the quicksilver miner is said to be ‘‘ of the same hue 
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as the metal he extracts.”” The “grain itch” in 
“‘ sifters and meters of corn,”’ which to-day we find 
as an isolated skin affection or as a wide epidemic, 
is portrayed with vigour. On the other hand in men 
working amo “beans, flitches, and vetches,”’ 
Ramazzini explains to us that this plague is not seen. 
His description of dermatitis venenata is a classic to 
this day. An apothecary carried in his hand the root 
of an arum; ‘“ thereupon handling his privities was 
seized with so great an inflammation of the genitals, 
that it was followed by gangrene.” 

These facts were stated long before any dermato- 
logical classification had been attempted. Not until 
60 years later did J. J. Plenck (‘‘ Doctrina de 
Morbis, Cutaneis,’”’ Vienna, 1776) inaugurate his 
system based upon the primary lesions. The work 
of differentiation in those days must have been 
gigantic, when scabies, lice, bugs, sordes, and filth 
were universal, a bottle of sweet water for drinking 
was difficult to get, and for washing linen quite a 
luxury. In the golden days of Rome baths were to 
be had in every quarter of the town; “any trades- 
man.” he remarks, “could remove the sordes and 
weariness from his body ” at a nominal cost. In the 
18th century Ramazzini tells us “ owing to the disuse 
of baths, dirty filth sticks to the workman’s skin. 
Bakers are shut up in the daytime like owls to take 
their rest; and lice are called the white fleas of the 
millers, because they sleep with their clothes on.”’ 

The 20th century has been called the age of pre- 
ventive medicine; Ramazzini may be regarded as 
its greatest early foster-parent. His teaching was 
‘* a danger forseen is half avoided,” “‘ a disease known 
is half cured.” He warns us that the callous ulcers 
of grooms and post boys could only be removed by 
less severe friction from the saddle. Change of 
occupation is advised to metal workers, the provision 
of boots and clothing to those who work in caustic 
fluids. The use of respirators during work is advocated 
on many occasions, and the dangers of being infected 
by crusta lactea, scabs, and pustules on the skin 
are discussed in no uncertain language. Varices 
and swelling of the veins from prolonged standing 
were to be avoided by longer rest. He advises the 
drinking of wine instead of water for miners, glass- 
blowers, and others who sweat heavily. He might 
have had a vision of the 20th century which has at 
last found out that the agonising cramps and spasms 
suffered by the heavy sweater, in many modern 
occupations, can be avoided by adding salts to his 
drinking water. His treatment was equally common 
sense and simple, but tinged by the humours, the 
spirits, and other poetical expressions of the period. 
He was one of the few who discouraged excessive 
phlebotomy. He is moved to compassion, he says, to 
see tremens brought to the hospitals bled and purged 
by young physicians. ‘‘ No wonder they choose rather 

die in peace in their country huts.’”’ Of pitmen 
he says “‘ they generally quit their business and life 
at the same time.’’ ‘‘ With a thousand imprecations ”’ 
glass silverers cursed the trade they followed ‘“ and 
the wives of quicksilver miners married many times.”’ 
He tells also of a certain Balthaser Castillioneus. 
a house painter who ** condoled his own death in a 
very pretty poem.” ‘ 

An hygienic industrial conscience is steadily growing 
throughout the civilized world, and its relations. 
obligations, and duties towards its craftsmen are being 
generally accepted. In this progress we must not 
forget one of its earliest and foremost pioneers. 





THE PREVENTION OF DENTAL CARIES 


HAVING considered the various possible causes of 
decay in the teeth, and the various theories of preven- 
tion, Mr. Edward Samson (Brit. Dent. Jour., 1933, 
lv., 401) reaches certain practical conclusions which 
may or may not be handed on to patients seekinc 
me oul suggest,” he says, “ these methods 
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for the conscientious patient: at least one orange a 
day, and if possible a dozen; a few raw carrots and 
all foods containing calcium. These being absent, a 
few tablets of calcium-sodium-lactate should be taken. 
Then fresh vegetables and uncooked foods, including 
raw milk, ed milk, boiled milk, and no milk. 


Brush the teeth. To these add every kind of detergent 
food with a little sodium bicarbonate to taste, seeing 
that the said detergents are of the right calorific value 
and contain the essential vitamins. Drink four pints 
of water at least. Brush the teeth: this time with 
milk of magnesia. The ient must not worry, nor 
be civilised, whilst completely ignoring heredity and 
congenital defects. If young, the ent should have 
all pits and fissures removed from the teeth, all points 
of contact eliminated, and take plenty of glucose, but 
carefully avoiding its contact with the teeth. After 
this an apple will be helpful. Brush the teeth—this 
time with salt. Added to these a generous dose of 
cod-liver oil, halibut’s-liver oil and olive oil, with some 
wholemeal bread, should work wonders, provided that 
the lime salts are not being taken from the teeth for 
some other purpose. Finish the day with a suitable 
antacid, followed by cleaning the teeth, this time with 
floss silk. These failing, the dentist should make a 
more careful study of prosthetics.” 


INTERESTING BALANCES 

SHORTLY before Christmas Mr. H. L. Eason, super- 
intendent of Guy’s Hospital, acceded to the request 
of the London and National Society for Women’s 
Service to explain to the society the working of the 
London voluntary hospitals, r. Eason accordingly 
placed before his interested audience the following 
two schedules, using them as the text for a clear and 
instructive exposition. 
SCHEDULE I.—ANALYSIS OF EVERY £1 (A) RECEIVED 

AND (B) SPENT BY GUY’S HOSPITAL IN 1913 





(A)}—RECEIVED 
s. d. 
2 © came from subscriptions and donations. 
2 3 , » the central funds, 
1 8 » the patients and their societies. 
0 0 » local authorities. 
0 6 rts » fees and other receipts. 
12 10 ~ » invested property. 
0 9 : legacies. 
0 0 = . other sources. 

(B)—SPENT 

s. d. 
4 44 went in provisions. 
i». », drugs, dressings, and instruments. 
.. aaa tic exp 
7 4 s ,, Salaries and wages. 
» &s », Miscellaneous expenses. 
0 6 ie », administration. 
1 OF ,,  ,, renewals and repairs. 
. m- » finance, appeals, and interest on loans. 


SCHEDULE II.—ANALYSIS OF EVERY £1 (C) CONTRI- 
BUTED AND (D) SPENT BY THE LONDON VOLUNTARY 
HOSPITALS IN BULK IN 1932 


(C)}—CONTRIBUTED 
8. d. 
5 2 came from subscriptions and donations. 
1 9 be », the central funds. 
5 11 in » the patients and their societies. 
1 43% - »» local authorities. 
0 4 * »» fees and other receipts. 
3 64 ‘in » invested property. 
> oon »» legacies. 
0 0% ~ » other sources, 

(D)}—SPENT 


d, 

11 went in provisions, 

44 ~+«., ~ +, drugs, instruments, and dressings. 

5 - », domestic expenses. 

o » Salaries and wages. 

6 is »» Miscellaneous expenditure. 

114 ,, ~+,, administration. 

11 +» 9» renewals and repairs. 

5 +» 9» finance, appeals, and interest on loans. 


From these figures Mr. Eason brought out the 
following points: (a) That notwithstanding that the 
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cost of the voluntary hospitals in London has been 
more than trebled since the last pre-war year, 1913, 
the contributions by the charitable public and by the 
ients to the voluntary hospitals. have more than 
pace with this increased expenditure. In fact 
in 1932 the voluntary hospitals in London, taken as 
a whole, showed a surplus of income over expenditure 
of more than £100,000. (b) The extraordinary efforts 
made by ients themselves to contribute towards 
the cost of their maintenance and treatment while in 
the voluntary hospitals. The contributions by patients 
in 1932 were just about eleven times as much as the 
contributions by patients in 1913. Hee ined that 
a difficulty might seem to arise from the fact that 
the figures of 1913 referred to Guy’s Hospital only, 
while those dealing with 1932 referred to the London 
volun hospitals as a whole was more apparent 
than . Figures were not available for the income 
of the voluntary hospitals as a whole in 1918, for the 
King’s Fund did not at that time publish an analysis 
of their income, but, he said, the lessons to be drawn 
from the two schedules were still similar. Before the 
war the voluntary hospitals could depend for a very 
considerable proportion of their income on their 
invested property, and the patients contributed a 
comparatively small amount. Since the war the 
income from invested property has not appreciably 
increased, and in some cases has diminished in com- 
parison with the other sources of income; but 
patients’ contributions bulk much more largely in the 
income of the tals than they did before the war 
as the following schedule shows :— 


SCHEDULE III.—-LONDON VOLUNTARY HOSPITALS ON 


THE LIST OF KING EDWARD’S HOSPITAL FUND 
Total ordinary expenditure in 1913 


21,058,895 
Total ordinary expenditure in 1932 ee 23,690,334 
Surplus of income over expenditure in 1932 £100,869 
Contributions by patients in 1913 £105,000 
Contributions by patients in 1932 21,138,745 


Mr. Eason’s lucid address was listened to by an 
appreciative audience as he explained the various 
problems of discipline, management, and —T 
that attend the working of a great modern hospital. 


THE ZTIOLOGY OF UMBILICAL HERNIA 


FiGuREs collected by Dr. Lee Bivings,' of the 
department of pediatrics and obstetrics in the 
Emory University School of Medicine, show that the 
Negro infant is uliarly susceptible to umbilical 
hernia. Whereas in 1808 white infants the incidence 
was 82 per 1000, on 2023 otherwise normal Ne 
infants it was 270 per 1000. The presence of this 
condition in an otherwise normal infant is, he suggests, 
caused by an inherent weakness in the connective 
tissue framework of the body that in all probability 
dates back to influences in the early weeks of preg- 
nancy or perhaps even to some deficiency during 
the preconceptional period. In this study babies 
showing the highest incidence were those born in the 
autumn months. Similarly prematurity, which was 
roughly twice as common in the Negro infants as in 
the white, was at its maximum in the autumn; 
and finally, the same seasonal peak is found in the 
death-rate during the first week of life of Negro 
infants born in Atlanta during 1930-32. These 
indications of general increased ‘‘ weakness’ in the 
autumn quarter of the year may, Bivings thinks, 
be to the Ramer WE of conception—viz., the 
previous mid-winter months. Absence of sunshine 
and vitamin-D deficiency might be at least a partial 
explanation ; but the daily administration of irradiated 
ergosterol to a up of Negro women for six weeks 
before delivery fad no significant effect upon either 
birth weight or the incidence of umbilical hernia. 
If the latter is dependent upon early 
influences the test is, of course, not decisive. To 
relate back to the period of conception the pre- 
maturity rate and the death-rate in the first week 
of life (rates which are likely to be highly correlated 
inter se) seems to denote that there is no possible 





: 1 Jour. Amer. Med. Assoc., Nov. 25th, 1933, p. 1703. 








116 THE LANCET) 


NOTES, COMMENTS, AND ABSTRACTS 


(san. 13, 1934 





current influence which is likely to produce their 
higher concentration upon the autumn quarter of the 
ear. Only a person with local knowledge would 
in a position to detect any such possible factors, 
and Bivings does not discuss any. It may be noted 
also that the prematurity rate is qunatnad higher 
in the spring in the winter and summer (108 to 
86 per 1000) and this rate relates to conceptions in the 
previous summer months. Thus whatever may be the 
case with umbilical hernia, the evidence for referring 
the prematurity and early infant death-rates to 
mee at the time of conception seems very 


A COMPLETE SET OF “* THE LANCET” 


Mr. a m, medical publisher and book- 
seller, 263, High Holborn, W.C., writes: ‘‘ I have a 
complete set of THE LANCET for disposal, and have 
pleasure in’ submitting details: Complete set from 
the commencement in 1823 to 1933. 1823 to 1843, 
Vol. I., boards, cloth backs, per labels. All 
original editions except Vol. I. (1823) which is second 
edition. 1844 to 1933: bound uniform publisher’s 
style. Set is quite complete, same having been 
collated, and in good condition. Price £125.” 


A TEXT-BOOK ON HEAT 


STUDENTS who are reading science for university 
entrance scholarships or the higher school certificates 
will be fortunate if they are advised to use Dr. 
Barton’s text-book on heat.' He writes with scien- 
tific accuracy and in an attractive style. The book 
= a little beyond the needs of those taking the 

igher School Certificate, and will indeed suffice for 
readers who do not intend to go beyond the Pass 
degree. It should thus make a wide appeal. While 
illustrative experiments are described and numerical 
examples are collected at the end of each chapter, 
the reader’s attention is directed mainly to the 
consideration of essential principles, and it is for this 
reason that the book is better than most other 
elementary text-books on heat. 


ALUMINIUM POISONING 


THE recurrent scare over aluminium cooking-pots 
has made no little impression on the public mind, 
and it is necessary that reassuring observations should 
not be overlooked. The latest of a long series 
published from the Mellon Institute of Industrial 

h describes Yee cay 2 undertaken to decide 
how much ingested jum is retained in the body. 
Guinea-pigs were used, and were fed on a pultaceous 
diet composed of dried pumpkin, whole milk, wheat 
bran, corn starch, and water, to which aluminium 
(a solution of lactate or chloride, or both) was added. 
The guinea- were divided into groups and fed on 
diets whose inium content ran from zero to 
1167 parts per million of consumed food. The latter 
figure represented seven-eighths of the stoichiometric 
equivalent of the total phosphorus in the diet, and 
this was be er ner because it appears that the 
Faye neg of aluminium from the digestive tract, 
like that of iron, is governed by the dietary phos- 
ag 3 —a after digestion as phosphates. In 

he presence of the p hate ion, an aluminium 
Ly is formed which is insoluble at about 
pH 2°8 and lower acidities. Dr. Schwartze and his 
colleagues found that the aluminium content of fresh 
tissues of adult guinea-pigs which had received no 
added aluminium in their diet was about 0°4 part 
million or less, but that in growing guinea- 
he aluminium content of the carcass was rather 
=. Feeding of large amounts of soluble aluminium 
salts was followed by a barely detectable deposi- 
tion of in the soft tissues (less than 0°5 
per million) and somewhat larger amounts (from 
‘6 to 1 part per million) in carcasses. No systemic 





*A Text-book on Heat. By A. W. Barton, M.A., Ph.D. 
London : , Green and Co. 1933. Pp. 378. 7s. 6d. 

* By Sch , E. W., Cox, Gerald J., Unangst, Richard B., 
Murphy, J., and Wigman, Helen B.: Jour. Amer. Med. 


F. 
Assoc,, 1933, ci., 1722. 


pharmacological effects could be ascribed directly to 
absorbed aluminium, but when aluminium lactate 
or aluminium chloride were added to the diet in 
amounts (1400 parts million) stoichiometrically 
equivalent to the phosphorus of the diet, the 
two grt | forming insoluble phosphates, were 
almost equally potent in producing a complete 
deprivation of blood phosphorus, leading to death 
in about four weeks. But such a gross intake of 
aluminium could never result from the corrosion 
of aluminium cooking utensils in contact with food, 
and the large phosphorus content of an ordinary diet 
is an additional safeguard against the danger of 
postions deprivation. From these experiments 

hwartze concludes that aluminium does not appear 
to be cumulative in the tissues, and that no harmful 
effects can be expected from soluble aluminium 
occurring naturally in foods, or introduced by utensils 
into a diet of normal phosphorus content. ‘‘ Since 
there is no evidence in our data that the consumption 
of a large amount of aluminium can lead to any 
primarily pharmacologic action in the system, there 
can therefore be no medical objection to the consump- 
tion by human beings of a small amount (relative 
to the _~ eo content) of added aluminium, as 
the factor of safety is ample.”’ 


CATS AND DIPHTHERIA 


THE played by cats in the transmission 
of diphtheria was long debated, but in this country 
at least the view that they could either contract or 
disseminate the disease seemed to have been finally 
settled in the negative by the careful experiments 
of W. Savage.’ Considerable interest, therefore, 
attaches to the recent paper by E. Bruce Brooks,’ 
whose conclusions partly confirm and partly contradict 
those of Savage. The Schick test was performed on 
70 cats and kittens with a negative result in each 
case. Injections of standardised toxin, however, 
caused death in these animals, the minimum lethal 
dose being five times as great as that for guinea-pigs, 
while injections of antitoxin protected the animals 
which had received toxin. e pharyngeal mucous 
membranes of cats and kittens were next inoculated 
with pure cultures of virulent diphtheria bacilli which 
were still found at the end of 24 hours, but —y 
in 48 hours. When, however, the cultures of diph- 
theria bacilli were mixed with Vincent’s organisms, 
the duration of the diphtheria bacilli on the scarified 
mucose# was as long as four days. Diphtheria bacilli 
inoculated into the nasal cavities and trachea survived 
in these situations for not more than five days. Lastly, 
diphtheria bacilli suspended in normal saline were 
applied to the fur of cats in various parts of the 
body, but in no instance were the bacilli found to 
live more than three days. Brooks comes to the 
conclusion that while cats and kittens are not 
susceptible to diphtheria, they may act as carriers 
of the disease for from one to four days after exposure 
to infection, through contamination of the rhino- 
pharynx or fur. 


VITAMIN C.—Messrs. Burroughs Wellcome and Co. 
inform us that they now issue ascorbic (hexuronic) 
acid as “ Tabloid” ascorbic acid, 0-005 g., each 
product being equivalent in vitamin-C activity to 
two teaspoonfuls of freshly expressed orange juice. 
The preparation has been supplied by them for 
research purposes for more than a year. A note on the 
use of ascorbic acid in the treatment of scurvy 
appeared on p. 22 of our last issue. 


THE INTRODUCTION OF MIDWIFERY ForcEPS.— On 
p. 23 of our last issue Prof. Leyland Robinson 's 
reported as saying that midwifery forceps only came 
pay common use in England when Chapman published 
his book in 1773. It was actually in 1733 that 
Edmund Chapman’s essay on the improvement 0f 
midwifery ap in London at the press 0! 
A. Bettesworth and C. Hitch (pp. 119, octavo). 





1 Jour. of Hyg., 1920, xvili., 448 


* Amer. Jour. Dis. Child., 1933, xlvi., 1338. 
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